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The Ministry of Health reports that on average 150,000 New Zealand people are seen by 
mental health and addiction services each year. Of this group, a percentage enter mental 
health services following involvement from the police service. Front line police are often 
the first point of contact when people with mental illness enter the mental health 
service. The police service reports that the number of callouts to people with mental 
health concerns is growing annually. Ensuring good relations between front line police 
and mental health services is paramount to providing a better outcome for the 
community. 
AIM 
This study aims to ascertain if a history of mental illness affects the response received 
when service users come into contact with the police service and if so does it change the 
decision making of the police with regard to potential prosecution.  
METHOD 
A qualitative design was chosen for this study with the data gathered using focus groups 
for three specifically selected groups of staff. Front line police officers, mental health 
nursing staff based at the central police station and the inpatient nursing staff from the 
adult acute admission mental health service. The data gathered from these focus groups 
was analysed using thematic analysis and coded into themes. 
RESULTS 
From the analysis four main themes emerged: Understanding, Frustration, 
Communication, and Prosecution and the outlying theme Stigma and Discrimination. 
These themes allowed the researcher to develop more meaningful understanding of the 
challenges faced by front line police officers when they encounter mental illness and the 
barriers to collaboration that exist between mental health services and the police. This 
study provides police officers, police station nurses and inpatient nurses with an insight 
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CHAPTER 1 - INTRODUCTION 
Background  
The Ministry of Health reports that in 2012/2013 a total of 154,752 New Zealand people 
were seen by mental health and addiction services.  Of this group 53.3% were male, and 
46.7% were female (Ministry of Health, 2016). A sizable percentage of these people 
entered mental health services via the police service for the purposes of assessment 
following being detained under the Mental Health Act (MHA). If an individual has a 
known history of mental illness they will be brought, sometimes directly, to a mental 
health unit for assessment. 
The author is currently employed in a managerial position in an adult acute mental 
health unit within the Specialist Mental Health Service (SMHS) division of a large 
provincial District Health Board in New Zealand. This mental health unit provides 
inpatient treatment for approximately 1500 people a year. Of this number, a proportion 
of individuals are brought to the service via the central police station. The numbers of 
service users who are brought into hospital via the police station over the past ten years 
ranges from 79 to 124 a year. Having experienced so many individuals being brought to 
the services in this manner the researcher became quite interested in circumstances 
that surround their arrival. Bearing this in mind the researcher was conscious to remain 
objective and recognise the risk that bias posed to the study. To ensure the study was 
not affected by bias the researcher constantly re-examined the data collected and 
challenged any assumptions that were pre-existing. 
In July 2012, the DHB adopted a new service model of care called the Direction of 
Change (DOC). This new model of care focused on single integrated multidisciplinary 
teams, incorporating inpatient and outpatient teams, with the outpatient teams being 
the leaders of clinical care for patients throughout all episodes of care. The new model 
moved away from containment and focused heavily on engagement with patients 
(Canterbury District Health Board, 2012). In April 2013, the dis-establishment of the 
locked Intensive Care Unit (ICU) and its two neighbouring sub-acute units was 
completed. In their place, four open acute inpatient units were established (Canterbury 
District Health Board, 2012).  
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To provide better continuity of care, each individual requiring treatment would be 
assigned to one of four outpatient teams that provide community mental health care for 
the district. If an individual required more intensive treatment, they would be admitted 
to the corresponding inpatient unit and following admission would be discharged back 
to the same outpatient team for follow up (Canterbury District Health Board, 2012).  
The new model’s philosophy of engagement resulted in a complete change to how 
patients were managed in the acute inpatient setting. Previously those individuals 
deemed most unwell or those assessed as being generally of higher risk, would have 
been cared for in the locked intensive care unit. This was no longer an option within the 
new four wards and new strategies for managing these individuals needed to be 
developed. One aspect of the re-design was the introduction of a High Care Areas (HCA) 
on each unit. Each of the units was restructured so that the last three beds at the end of 
one corridor could be closed off, locked if necessary and function as an HCA where the 
more acutely unwell could be cared for. When this part of the unit is operating as an HCA 
the staffing resource is generally increased to match the needs of the patients within it. 
If the HCA are required to be locked the patients have access to a small courtyard that is 
fenced, however they are not entirely secure and patients have absconded from them at 
times by using furniture to climb up onto the roof and leave the facility.  
Over the past two years there has been an increase in the number of patients who have 
left the unit without permission of the Multi-Disciplinary Team (MDT) both from the 
main unit and from the HCA’s. Patients who leave the unit without permission are 
described Absent Without Official Leave (AWOL) if under the Mental Health Act (MHA) 
or described a Missing Person if they are not under the MHA. In the previous three years 
before the reconfiguration of the units the highest yearly total of AWOL patients was 89 
however in the five years since the figure ranges between 118 to 175 patients a year.  
This increase in the numbers of patients leaving hospital without permission has 
created difficulties for the mental health staff as well as the police.   
Formulation of the research question 
The research question being explored in this study was developed following a specific 
series of events that occurred in the inpatient unit. A mental health patient who is under 
a Community Treatment Order (CTO) was brought to the adult inpatient unit for 
assessment following being arrested for an offence in the community. This individual 
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was assessed and deemed well enough to be discharged from hospital. The individual 
left hospital and re-offended later that day only to be returned to the inpatient unit by 
police. The MDT reviewed the individual again, deemed there was no grounds to detain 
for treatment and discharged the individual. This pattern continued over several days 
with both services becoming increasingly frustrated with each other while the 
individual repeatedly offended and was eventually detained in police custody. This 
series of events was not only time consuming for all involved but costly too. The 
researcher witnessed this specific series of events and it formed the basis of the 
research question being explored.  
Mental health staff frequently see individuals brought into hospital by police, sometimes 
forcibly, because they are known users of mental health services or because the MHA 
remains in place. Offences committed by these individuals appear to be disregarded by 
the police and mental health staff frequently question if it is because of the individual’s 
mental health history. When charges are pursued for offences it can often end in an 
acquittal decision from a judge and staff question if this is also due to the presence of the 
MHA. Individuals spoken to have reported they did not proceed with charging 
individuals because they believed it did not meet with the judge’s threshold for 
prosecution. This study aims to examine attitudes that may influence decision making 
towards this issue.  
Police contact with mental illness 
The New Zealand Health Survey of 2012/2013 identified that one in six adults, an 
estimated 16% of the population, had been diagnosed with a common mental illness at 
some stage in their life time (Ministry of Health, 2016). Women were approximately 1.6 
times more likely than men to be diagnosed with a common mental disorder. Over 
200,000 New Zealand adults, approximately six percent of the population had 
experienced some form of psychological distress in the previous four weeks from when 
the survey was conducted. Women were more like to have experience psychological 
distress then men, by 7% versus 5%. Older individuals were more likely to have been 
diagnosed with a mental disorder whereas younger individuals were more likely to have 
experienced psychological distress (Ministry of Health, 2016).  
Therefore, with mental illness being highly prevalent in the community the police will 
inevitably encounter high numbers of people experiencing mental health crises. The 
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closing of large mental health institutions and the shift of care facilities to the 
community has contributed to this (Watson & Fulambarker, 2012). The police are often 
the first point of contact when an individual with mental illness comes into contact with 
services. At this time, these individuals can pose a threat or perceived threat to 
themselves or others. In circumstances such as these, the police will respond in the most 
appropriate manner, which at times include the use of force (Mclean & Marshall, 2010). 
Bearing this in mind, there is a need for field-based research of police during these 
encounters to examine their decision making and the resulting outcomes of these 
decisions. A lack of understanding combined with well documented stigma and 
discrimination can result in increased prejudice and fear which can increase the use of 
force required and compromise safety. It must be recognised that the police have a very 
broad role in society beyond intervening with individuals who engage in criminal 
behaviour. They are also required to assist with a large proportion of non-criminal 
activity such as responding to safety concerns such as mental health related issues, 
missing persons, welfare checks and other non-criminal areas (Wood & Watson, 2017). 
Gaining a better understanding of mental illness is essential to providing better 
outcomes for individuals who access services. The education and training of front-line 
police officers along with the development of a collaborative approach between mental 
health services and the police is essential to providing a safer and more compassionate 
service to the public. 
Terminology used in the study 
The term mental illness has been used throughout this study in place of “psychiatric 
disorder or mental disorder”. 
When a reference is made to this study the term “the study” will be used and the author 
will be referred to as “the researcher’.  
When referring to individuals who utilise mental health services the term “service user” 
or “patient” will be used. 
Context of this study 
This study was conducted in the Specialist Mental Health Service (SMHS) of a large 
District Health Board (DHB) and in the central police station that serves that DHBs 
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community. This DHB is the second largest in New Zealand with a population of 539,436 
people constituting 12% of the New Zealand’s total population. Of that number, 41,910 
identify as Maori (Statistics New Zealand, 2013). The SMHS provides mental health care 
through various specialities ranging from community case management to alcohol and 
drugs service for that region. The Ministry of Health reports that in 2012/2013 a total of 
154,752 New Zealand people were seen by mental health and addiction services in New 
Zealand, almost 20,000 of these being seen by the DHB this study relates to. (Ministry of 
Health, 2016). 
The Crisis Resolution (CR) team is an integrated component of each Adult Community 
Mental Health team which provide after hours and urgent mental health assistance. CR 
provide twenty-four-hour advice and assistance to individuals presenting in crisis which 
is associated with a known or related mental health issue. CR is a mobile service with 
Duly Authorised Officers’ (DAO) available to carry out MHA assessments. Referrals to CR 
can be made by any member of the public, general practitioners, family members or 
even by self-referral. CR will often request police assistance when they are bringing 
individuals in for the purposes of assessment. Alternatively, the police will bring 
individuals to the emergency department or to the central police station to be assessed 
by the mental health nurses based there. The SMHS employs approximately 800 nurses 
and of that number approximately 130 of them work in the adult acute admission unit 
where this study was focused.  
The New Zealand Police report that they are responding to an increasing number of call 
outs for people experiencing mental health issues as well as voicing suicidal ideation. 
Police call-outs for mental health related issues are steadily increasing with call-outs 
specifically for mental health rising to 22% of all call-outs nationally (New Zealand 
Police, 2017). On a daily basis the police will respond to ninety calls involving an 
individual experiencing a mental health crisis which when considered nationally 
accumulates to 274 hours of police time every day. The Canterbury District reported a 
45% increase in the number of mental health related calls for service in the past five 
years. In 2012 the number of calls for services coded 1X, attempted or threatened 
suicide, was under 2000 however this number has steadily risen each year and in 2017 
it reached 3600 (New Zealand Police, 2017).  
There is a team of mental health nurses who work alongside the police in the central 
police station. This team consists of six staff who work shifts in order to provide mental 
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health advice to the police, as well as provide mental health assessment to the people 
who are brought to that station. Based on these nursing assessments the decision is then 
made whether to transfer these individuals to the inpatient unit for further period of 
assessment and/or treatment. The police also take people directly to the inpatient unit 
or attached sector base community teams if they are known by police to have a mental 
health history. The police service has been working with the District Health Boards, the 
Ministry of Health and the Independent Police Conduct Authority to minimise the 
amount of non-offending individuals who are taken to the police station for assessment. 
This is intended to be a least restrictive approach to ensure a better response is received 
by people with mental illness. In 2016 the New Zealand Police recorded a 36% 
reduction in the number of people having mental health assessments in police stations 
(New Zealand Police, 2016). 
This study focuses on the frontline police officers, the mental health staff based in the 
police station and the mental health nurses who work in the inpatient unit. It was from 
these three groups that the participants were selected for the focus groups.  
Thesis Structure 
Chapter 1 outlines the contextual background to this study from the researcher’s 
perspective but also from the perspective of the two main organisations, the DHB and 
the police service. It describes how the research question was formulated. 
Chapter 2 describes the literature review that was conducted for this study. It outlines 
the search strategy that was used and describes the databases that were searched. The 
literature review is divided into two parts. Part one relates to literature regarding 
mental health in the community and mental illness among the prison population which 
is followed by studies that explored stigma and discrimination. Part two focuses on 
police contact with individuals who suffer from mental illness, literature pertaining to 
police attitudes towards people with mental illness and lastly police training to engage 
more effectively. A summary then concludes this chapter. 
Chapter 3 outlines the research methodology that was used for this study. It opens by 
describing qualitative research. Focus groups are discussed followed by the 
preconceptions and context of the research, including identification of potential for 
researcher bias and how this was ameliorated. The choice of analytical approach namely 
thematic analysis is defined. The ethical considerations are explained followed by the 
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approval process, confidentiality, anonymity, informed consent and any potential risk to 
the participants. Preparation and considerations for the design of the study are then 
described including recruitment, data collection and data analysis. The research 
methodology is then summarised. 
Chapter 4 is the findings chapter. The sample group is briefly described and the findings 
from each theme are outlined. The first theme ‘Understanding’ is outlined. This chapter 
examines the frustration expressed and the lack of knowledge regarding the abilities 
and limitations of the other services. The findings are supported by quotations of 
participants from all three focus groups. The themes that emerge are organised in sub-
themes and analysed using thematic analysis.  
The findings from theme 2 ‘Frustration’, are outlined next. This section examines the 
frustration expressed by each group of participants regarding patients leaving the 
inpatient unit without permission.  
The findings related to theme 3 ‘Prosecution’, investigates the idea that individuals are 
less likely to be prosecuted if they are under the care of Mental Health Service or under 
the Mental Health Act are then discussed.  
The last section in this chapter outlines theme 4 ‘Communication’. It investigates the 
communication issues that exist between the different staff in both services. This is 
followed by a summary of the chapter. 
Chapter 5 provides a discussion of the findings. It explores the relationship between the 
four main themes, the sub-themes and the concepts initially raised in the literature 
review. The four main themes and an outlying theme identified in this study will be 
discussed. 
Chapter 6 includes the study’s conclusion. The credibility of the study is discussed in 
the strengths and limitations section of the chapter. Recommendations for the service 
are outlined followed by implications for future practice. The chapter concludes with a 




CHAPTER 2 - LITERATURE REVIEW 
Introduction 
This literature review has been carried out to summarise the literature related to police 
involvement with individuals with mental illness. The literature review has been laid out 
in sections. The first section will describe the search strategies that were used and their 
effectiveness.  
The actual literature review is divided into two parts. Part one provides an overview of 
the literature related to mental health in the community and the deinstitutionalization of 
individuals with mental illness. The prevalence of mental illness among prison 
populations is then explored followed by stigma and discrimination in relation to 
individuals who have a mental illness.  
Part two of the literature review concentrates on implications for individuals with 
mental health issues as they come into contact with front line police officers. Police 
contacts with individuals with mental illness is explored followed by police attitudes 
towards people with mental illness. Lastly, the training of front line police officers is 
explored. The chapter ends with a summary of the literature review. 
Literature Search Strategies 
The researcher used various sources to undertake the literature search for this study. 
The Canterbury Medical Library services including the Inter-loan system, databases and 
the research services of University of Otago were used. The Waimakariri Rangiora 
library services was utilised as well as privately owned texts and books. 
The researcher used various databases during this study including CINAHL, Cochrane 
Library, Psych INFO, ProQuest, Medline, Embase (Ovid), OVID Databases and Scopus. 
Articles and texts were found in multiple databases during the literature search. The 
researcher carried out searches in a set method on different databases. Initially key 
words were chosen from the research question and searched for individually. Individual 
references from these results were then searched in PsycInfo and Medline separately so 
that subject headings could be analysed and any other themes identified so that a more 
precise and targeted search could be undertaken.  
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The initial key words were “mental illness”, “police” and “prosecution”. These individual 
references were then searched for in a database separately within a specific date range 
so that subject headings could be identified, these subject headings could then be 
analysed and other themes identified. Through this method other subject headings were 
identified such as “crisis intervention” and “crisis intervention training”. Recurring 
themes in subject heading lists were then identified as well as scales that were worth 
exploring such as the “Perceived Devaluation and Discrimination Scale” and the “Police 
Contact Experience Scale”. The results from these searches were by no means large, 
approximately twenty-five studies were relevant to the research question. Another 
search utilised the key terms “Institutionalization”, “community mental health” and 
“prison” which produced further subject headings such as “vulnerable population”, 
“psychiatric treatment” and “criminal justice”. These searches yielded approximately 
two hundred results of which only forty were relevant to this study. Certain areas of 
interest yielded a dearth of results, such as stigma and discrimination towards people 
with mental illness, however others areas were relatively un-explored. The specific 
contexts and types of publications found were predominantly from the United States of 
America (USA), Canada, The United Kingdom (UK) and a few from Australia. There were 
not many publications from New Zealand. The majority were journal articles with a 
number of non-health titles, Criminology Journal, Police Quarterly, Criminology: An 
Interdisciplinary Journal and the International Journal of Law and Psychiatry. The 
author limited the search criteria to include English language articles that were 
published in the last 20 years. 
Literature Review - Part 1 
Mental health in the community 
The 1960’s saw a change in the way that people with mental illness were cared for in 
society. Deinstitutionalization focused on alternatives to long term hospitalisation. This 
called for decreasing the length of time individuals spent in hospitals and a shift towards 
community-based care. The change was based on the understanding that long term 
hospitalisation institutionalised individuals who then experienced difficulty 
reintegrating into society. This shift saw many institutions downsized and eventually 
closed which meant a different approach to mental health care was required. In order to 
cater for this change, service delivery focussed on community mental health services as 
opposed to the large scale inpatient alternatives of the previous era (Slovenko, 2003; 
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Winters, Magalhaes & Kinsella, 2015). Davis’s (2006) study viewed this change critically 
and highlighted the many challenges that came as a result, such as social isolation, 
alcohol and substance abuse, poor nutrition and self-cares and homelessness. Torrey 
(2010) argued that the problem was not the deinstitutionalisation but the lack of 
services in the community for people with mental illness to access. Either way the end 
result was an increase in the numbers of individuals with mental illness in the 
community which meant a greater demand on community services to support them and 
invariably their first point of contact when in crisis was from the police.  
Mowbray, Grazier and Holter (2002) study observed an unanticipated consequence of 
deinstitutionalization which they called trans-institutionalization. Trans-
institutionalization they defined as the transition of mental health service users from 
one institution, such as a psychiatric hospital, to another form of institution such as 
community housing, shelters, nursing homes or prisons which they become dependent 
on instead. This is comparable to the study carried out by Mc Grew, Wright, Pescosolido 
and McDonnel (1999) who revealed that sixty four percent of patients discharged from 
long term psychiatric care ended up in intensively monitored care facilities or prisons. If 
a community is unable to support those with mental illness the purpose of 
deinstitutionalization essentially fails. When individuals are unable to manage or access 
their mental health treatment in the community they fall through the cracks between 
community services and end up in mental health units or prison facilities (Lamb & 
Shaner, 1993).  
Fry, O’ Riordan and Geanellos (2002) and McLean and Marshall (2010) advise that inter-
professional collaboration is required to provide better care for individuals in mental 
health crises. Rossen, Bartlett and Herrick (2008) view inter-disciplinary teams of care 
providers as the way forward to better engage and work with people experiencing 
mental illness in the community. The development of a partnership approach along with 
mutual understanding is viewed as the best approach to ensure fewer difficulties 
between police and mental health staff. Police officers in England and Scotland reported 
similar experiences when working with people with mental illness to the experiences of 
police in Australia and the United States of America. All regarded stronger multi-service 
relations as a necessary requirement to improve outcomes for service users (McLean & 
Marshall, 2010). Fostering a positive and collaborative relationship between services is 
regarded as essential to providing a better service for the community.     
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Mental illness among prison populations  
White and Whiteford (2006) argue that the modern prison facility is replacing the 
psychiatric institutions of old. Mowbray, Grazier and Holter (2002) identified that the 
criminalization of individuals who were deinstitutionalized gradually occurred due to 
the lack of services to support them in the community. These individuals often begin to 
disturb their communities by engaging in survivalist type behaviours such as stealing, 
trespassing and loitering, or for simply displaying bizarre and unusual behaviours which 
are symptomatic of their mental illness. If the community mental health provision is not 
robust enough to support these individuals, they are eventually arrested for minor 
offences which in most cases are a direct reflection of their illness. On the other hand, it 
is also argued that these minor offences are committed as a means of obtaining shelter 
and invariably gaining support. The outcome is generally the same, an increase in the 
numbers of individuals with mental illness entering correctional services (Primeau, 
Bowers, Harrison & XuXu, 2013). 
Gilligan (2001) supports the idea that as larger institutions were closed down they were 
not replaced by adequate mental health services in the community, which resulted in 
people with mental illness being over represented in prisons. This has meant that more 
mental health treatment is required for those individuals in prisons. A contrary 
argument is made by Hirschtritt and Binder (2017) who claim that the incarceration of 
individuals with mental illness is not only a costly exercise which offers no correctional 
advantage to these people, they also regarded it as disowning the accountability. By 
passing the responsibility to the correctional services these individuals with mental 
illness are further disadvantaged. Correctional staff have minimal training in mental 
health care and the appropriate interventions required to maintain safety. The mentally 
ill individual often lacks the capacity to follow the orders of the correctional facility and 
due to their vulnerability can quickly become an easy target for harassment and 
victimisation (Peternelj-Taylor, 2008; Sheth, 2009). 
The literature supports the notion that prisons have higher rates of mental illness and 
substance abuse compared with that of the general population. Nearly all New Zealand 
prisoners, approximately 91%, have been diagnosed with a mental disorder or a 
substance abuse disorder at some stage in their lives. In the preceding twelve-month 
period, nearly two thirds of the prison population had been diagnosed with either a 
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mental disorder or substance use disorder, and this is three times higher than that of the 
general population in the community (Bowman,2016). 
Fazel and Seewald’s (2013) study of prisoners from 24 countries concluded that 
psychiatric morbidity is consistently reported in high levels throughout prison 
populations. Of the 33,588 prisoners examined, mental illness was identified in 13.8% of 
males and 18% of females. Further research in this area suggests that a large number of 
the prison population with mental illness remain undetected and hence untreated. In 
New Zealand, of the prison population identified as suffering from schizophrenia only 
37% reported being not under any form of treatment (Pilai et al, 2016). Under reporting 
of prevalence or detection would indicate a much bigger cohort of people with mental 
illness who are currently incarcerated. 
The high numbers of individuals with mental illness who reside within criminal justice 
systems is a well-known and documented phenomenon. The scale of this problem has 
been recognised for years and researchers, policy makers, the mentally ill themselves 
and multiple agencies have been trying to work together to reduce the ongoing 
criminalisation of this group (Steadman, Cocozza & Veysey, 1999). Hartwell (2003) 
compared individuals with mental illness who following a custodial sentence were 
returned to prison or mental health hospitals with those who remained in the 
community. The findings showed that those individuals who returned to an institution 
all had more diverse mental health and longer criminal justice histories than the group 
that remained living in the community. Specifically, the group that returned to prison 
were more likely to have been released for minor offences whereas the group that ended 
up in the mental health hospital had more likely been released for more serious offence. 
This study highlighted the snowballing effects of ongoing engagement with the justice 
system and the process by which individuals who suffer from mental illness cycle 
through different institutions. A study by Crisanti and Love (2002) aimed to determine if 
individuals who had a previous involuntary admission to a mental health hospital were 
more likely to be arrested following discharge than those who had a previous voluntary 
admission. The findings confirmed that those who had been involuntarily committed 
had a higher risk of subsequent criminal activity and hence being arrested. The year 
following discharge was identified as the higher risk period for both groups. The 
involuntary group were also at higher risk of being re-admitted to hospital. The need for 
diversion type initiatives to direct individuals into community mental health services 
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was highlighted as a measure that could prove effective (Crisanti & Love, 2002). This is 
reinforced by the Prince (2009) study of individuals with schizophrenia whom once 
formerly incarcerated were found to be more likely to utilise hospital care once 
released. This study stressed the importance of robust community services and 
suggested the refocussing of prison diversion schemes to include the development of 
hospital diversion schemes also. 
The individual who is reintegrated into society not only has to be mindful of subsequent 
criminal behaviour but also must contend with the stigma associated with mental 
illness. This stigma is possibly greater among the group that has been involuntarily 
detained because not only are they considered mentally ill but they’ve also been labelled 
dangerous (Lamb & Weinberger, 1998). 
Stigma and Discrimination  
There have been many studies conducted regarding stigma and discrimination towards 
people with mental illness. “In New Zealand, stigma and discrimination continue to 
interfere with the quality of life of people with mental illness” (Ministry of Health, 2014, 
p. 4). The biggest barriers to social inclusion for those who suffer from mental illness are 
stigma and discrimination. The stigma surrounding mental illness is conveyed via 
disrespectful attitudes which result in undervalued social identity for those affected. 
Discrimination presented in the form of unfair treatment is usually expressed through 
excluding behaviour along with unfair systems and structures (Ministry of Health, 
2014). Stigma and discrimination are ongoing issues for people with mental illness in 
New Zealand (Thornicroft, Wyllie, Thornicroft & Mehta, 2014). Our society seems to 
carry an underlying assumption that people with mental illness are not fully competent 
and pose a risk to the public (Hansson, Jormfeldt, Svedberg & Svensson, 2013). This 
attitude reinforces negative stereotypes, because the individual has a mental illness they 
are therefore considered a risk to themselves or others (Ye et al, 2016). This individual 
can be detained under the MHA based on the assumption of risk without ever having 
committed an offence (O'Reilly et al, 2015). 
Social stigma is defined as “the rejection of an individual by society, as a result of them 
having an attribute that is discredited by that society” (Mezey, Youngman, Kretzshhmar 
& White, 2016, p.517). There is an abundance of research that supports the notion that 
individuals who have a diagnosed mental illness experience higher levels of stigma and 
 21 
discrimination compared to other diagnostic groups. (Angermeyer, Beck, Dietriech, & 
Holzinger, 2004; Corker et al., 2013; Henderson & Thornicroft, 2013; Lasalvia et al., 
2013; Rose, Willis, Brohan, Sartorius, & Leese, 2011). As well as causing distress to the 
affected individual, stigma and discrimination lead to social isolation and a reluctance to 
seek treatment which in turn leads to delayed recovery. (Boardman, Currie, Killaspy, & 
Mezey. 2010; Clement et al., 2015; Rusch & Thornicroft, 2014). There have been some 
interventions developed to combat stigma and discrimination with limited success; 
however, current research suggests that with a combination of education and 
demonstration it may be possible to change social attitudes (Betton et al., 2015; 
Thornicroft et al., 2007). 
The second part of this literature review will focus on police contacts with individuals 
who present with mental illness, the attitudes that effect those contacts and finally the 
training they receive to assist them to engage more effectively.  
Literature Review - Part 2 
Police contact with individuals who suffer from mental illness 
Studies from Canada, Sweden, UK and USA all agree that deinstitutionalization and 
community integration of people with mental illness has increased their contact with 
law enforcement agencies (Cotton, 2004; McLean & Marshall, 2010; Hansson & 
Markstrom, 2014; Morabito, 2007). Brink et al, (2011) study found that 5 percent of all 
police call-outs involved a person with a mental health related issue and three out of 
every ten people with mental illness have had police involvement at some point in their 
care journey. Other studies refute this figure and argue that in a broader perspective, up 
to 20 percent of police contacts with the public have involved people with mental illness 
(Kraminski, DiGiovani & Downs, 2004). This indicates that the police have become a 
frontline extension of mental health systems. With more people with mental illness 
living in the community, who are generally more vulnerable, have higher rates of 
homelessness, unemployment and drug and alcohol problems, they will invariably have 
more contact with the police (Hansson & Markstrom, 2014). A further and more 
complex reason argued by some is the criminalization of people with mental illness. 
Individuals with mental illness are more likely to be placed under investigation for 
minor offences and more prone to commands for information, searches, detention and 
arrest than other members of the general public (Hansson & Markstrom, 2014; 
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Schulenberg, 2016; Cotton, 2004). Some studies have argued that the reason for the 
heightened response by police to individuals with mental illness may be the common 
misconception that these individuals are dangerous (Morabito, 2007; Hansson & 
Markstrom, 2014; Glendinning & O’Keeffe, 2015; Cotton, 2004). This misconception only 
intensifies the stigma and discrimination and remains one of the principal barriers to 
effective community integration for people with mental illness (Cotton, 2004). These 
studies would indicate that individuals with mental illness encounter the police at 
disproportionately higher rates than the average member of the public, however they do 
not tell us about the nature of those encounters. 
Watson, Angell, Morabito and Robinson (2008) carried out a study of service user 
opinions of the police. They revealed that generally they had a negative perception and 
did not have too high expectations when encountering the police. They expressed 
feelings of fear regarding vulnerability to brutality and being improperly arrested. They 
wanted the officer to see them as a person and to be calm and have some appreciation of 
mental illness. Livingston, Desmarais, Verdun-Jones, and Parent (2014) offers an 
opposing view in their examination of the lived experiences of people with mental 
illness who encounter the police. They discovered that the majority of people felt they 
were treated in a just manner and were satisfied with their experience. Acknowledging 
the sample size was small the findings did portray a more balanced portrayal of what is 
often expressed in media in countries like Canada. 
In the Martin and Thomas (2015) qualitative study from Australia which focused on 
people with personality disorder who come into contact with police in the community, 
they reported this group feature little in police research or policy and are equally under-
represented in health policy or legislation despite being a group that cause extreme 
challenges to the police. This study found that police officers felt powerless, angry, 
frustrated and a sense of resignation when referring this particular group to mental 
health services. The police officers reported that emergency departments weren’t 
interested in reviewing people with borderline personality disorder and when they did 
review them they generally assessed them as not meeting the criteria for admission to 
hospital. The individuals that were admitted were quickly discharged and it wasn’t long 
before they came to the attention of the police again. People presenting with personality 
disorders were found to dominate a lot of police time and resources. When mental 
health services say that there is nothing they can do for people with personality disorder 
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then then police are left asking what is to be done with them. Their study found that 
there were pockets of collaboration between mental health services and police however 
a lot more work was required to ensure the needs of people with personality disorder 
are being met. 
Not surprisingly, the police are often the first to respond to individuals who are 
experiencing mental health crises. They play a vital role in the pathways of individuals 
who need care. Hence, understanding their involvement with this group is essential to 
developing interventions, so gaining a better perspective of their attitudes towards this 
group is required (Canada, Angell & Watson, 2010). 
Police attitudes towards people with mental illness. 
Morabito’s (2007) study emphasized that although the frequency of police contacts with 
individuals exhibiting signs of mental illness has increased, little is known about the 
elements that shape these contacts. In the report by Fry et al (2002) regarding police 
officer perspectives on interacting with individuals who are experiencing a mental 
health crisis, they discovered that police found it time consuming, increased the demand 
on their services and was felt to be someone else’s job to deal with. Wells and Schafer 
(2006) described some common concerns expressed by police officers regarding their 
encounters with people experiencing mental health related crises. Their perception was 
that services are at times inaccessible for those people they bring into hospital. They 
also described the inadequacies of the community-based option, poor relations with 
mental health staff and the prolonged periods of time they have to wait at emergency 
departments and mental health facilities. Lastly, they relayed their lack of training in 
regards to the management of people with mental health issues. Morabito et al, (2012) 
discovered that police officers lacked the skill necessary to engage meaningfully with 
individuals presenting as mentally unwell and often mistook crises as acts of 
confrontation or resistance. Relatedly, the research carried out by Ruiz and Miller 
(2004) and similarly by Watson, Corrigan and Ottati (2004) acknowledged that officers 
perceived the encounters they had with individuals with a mental illness to be more 
hazardous and unpredictable than other interactions. These perceptions may have the 
consequence that officers are more inclined to use control or forceful tactics earlier than 
they would have in other situations (Moribito, 2012). 
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There are contradictory opinions regarding the effects of police officer’s attitudes on 
their decision making regarding individuals with mental illness. Mendias and Kehoe’s 
(2010) Australian study observed a strong attitudinal impact regarding the justification 
of an officer’s decision making, whereas Cotton (2004) observed no difference in 
attitude towards individuals with mental illness than towards the general public. The 
literature review identified some areas where research is lacking. Firstly, police 
attitudes towards individuals with mental illness and how these attitudes influence 
behaviour (Schulenberg, 2016). Secondly, exploring how the police feel about their 
expanding role of being a front-line extension of mental health services. (Compton et al, 
2014; McLean & Marshall, 2010; Hansson & Markstrom, 2014; Morabito, 2007). 
Police training to engage effectively 
The training of front line police officers to engage more effectively with individuals who 
have mental health issues is of paramount importance.  Internationally, it is regarded as 
a vital step to improve outcomes for people with mental illness who come into contact 
with law enforcement agencies (Compton et al, 2014). Coleman and Cotton (2015) 
advocate for Crisis Intervention Team (CIT) programmes. These are police-based 
training models which have been running for 25 years in the United States. They are 
training programmes for police officers to improve their responses to individuals who 
are in mental health crises. They are designed to enhance collaboration between police 
services and mental health services (Compton et al, 2015). 
Watson and Fulambarker (2012) discussed the introduction of the Crisis Intervention 
Team (CIT) model; however, they acknowledged that at that time there hadn’t been 
enough research carried out to consider it to be evidence-based practice. Nonetheless, 
this training has been successfully implemented in law enforcement agencies 
worldwide. A study looking at Canadian law-enforcement organizations found that CIT 
training occurs widely and provides a strong groundwork for positive interactions, 
enabled police officers to have safe and positive interactions with people exhibiting 
signs of mental illness and resulted in better outcomes for both parties. This study also 
noted significant increases in CIT training in the last decade in many countries, including 
United States, the United Kingdom, and Australia (Coleman & Cotton, 2014). In the Kelli, 
Angell and Watson (2012) qualitative study, comparing trained and non-trained CIT 
police officers it was found that trained staff had a broader understanding of the 
behaviours they were having to deal with and in turn considered a wider range of 
 25 
options than non-trained staff. Watson, et al (2014) describes the police as the gate 
keepers to the mental health and the criminal justice systems. This qualitative study 
examined if police officers who had received CIT training had better outcomes with 
people exhibiting mental illness. It found that although the training aimed to assist 
officers to respond more effectively further work was needed to assess the effectiveness 
of this training when dealing with challenging individuals or co-existing problems like 
alcohol and drug use. Bonfine, Ritter and Munetz (2014) study found that police officers 
value the CIT training and that the effectiveness of the training increased with the 
officer’s confidence in accordance with their perception of the departments 
effectiveness to dealing with mental illness. Krameddine and Silverston, (2015) stress 
the importance of measuring the outcome and effectiveness of training programmes 
given the large financial cost associated with their roll out. They also argued that 
training programmes should focus not only on changing attitudes but changing 
behaviours also, since there may not be a strong correlation between attitudes and 
behaviours. They recommend that programmes focus on empathy, communication and 
de-escalation by using scenario-based training in a hands-on fashion. Lastly, they 
recommended ongoing training throughout the career of a police officer to embed and 
refine the skills learned. Regular refresher courses enable officers to continue to 
increase their knowledge of mental illness while improving the relationship between 
police and mentally ill individuals. The development of effective approaches to better 
handle people with mental illness by the introduction of training courses is good in 
theory; however, more research is required to determine their effectiveness. 
Conclusion 
In conclusion it is evident from the literature reviewed that there are significant 
challenges facing individuals with mental illness in the community. Due to limited 
mental health services or difficulty accessing the correct support in the community 
these individuals are over-represented within the prison population. There is an 
expansive body of research pertaining to stigma and discrimination in relation to people 
who suffer from mental health and it constitutes one of the biggest barriers to social 
inclusion. Due to the increase in the volume of individuals with mental illness residing in 
the community, police contact with this group has increased. The police are having to 
manage a much higher number of mental health related call-outs than ever before and 
how they feel about this new component of their role is still unclear. Police attitudes 
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toward mental illness have been well explored; however, how those attitudes impact on 
behaviour is also relatively unexplored. Police training programmes to enable officers to 
engage more effectively with individuals with mental health related issues have been 
implemented internationally; however, the effectiveness of this training is still an area 
that needs further research. Preliminary reviews of the literature show that there is 
little research in the area that this study aims to focus on and this lack of literature along 
with recent events in the inpatient setting are the key motivators for this study. 
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CHAPTER 3 - RESEARCH METHODOLOGY 
Qualitative Research 
Qualitative research is described as a range of techniques which aim to decode and 
explain the meaning of naturally occurring situations. Its attempts to attach meaning to 
a subject’s experience. Contrary to quantitative research, which tends to examine 
occurrences in terms of frequencies and quantities, qualitative research aims to find 
meaning from a situation through explanation. Meaning is gathered from observing 
people’s actions or examining the experiences they have had. Whereas quantitative 
research measure scores and statistical calculations, qualitative research examines the 
individual’s point of view to understand the meaning of the experience (Gerrish & Lacey, 
2010; Schneider, Elliott, LoBiondo-Wood & Haber, 2004). 
In order to understand qualitative research, it is necessary to define quantitative 
research as contrasting the two can clearly demonstrate and define each one. 
Quantitative research tries to place meaning on the world by measuring and developing 
an obvious cause and effect result. It is measurable, numerical and objective and widely 
regarded as robust in the scientific world. Contrary to this, qualitative research is 
subjective and descriptive and was thought by academics of the past to be scientifically 
compromised (Gerrish & Lacey, 2010). Qualitative methodologies have been labelled as 
unscientific, subjective and exploratory. However, this opinion is becoming less 
common. Qualitative research accepts the knowledge that human beings are complex 
and not simply able to be tested and quantified in terms of universal law (Denzin & 
Lincoln, 2011). 
Qualitative methodology is about focussing on a specific area of interest and trying to 
make sense of it. It does not focus on a hypothesis that has been pre-designed and 
attempt to determine its validity. It can adapt and change and move away from the 
research design if the focus of the study develops in that manner. The ability to alter the 
primary focus of a study is not consistent with the majority of quantitative research 
because the methods have a pre-determined design that cannot stray from the research 
question (Denzin & Lincoln, 2011). 
Qualitative research can be divided into three headings, ethnography, phenomenology 
and grounded theory. Ethnography examines social issues in society and studies 
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individuals in their own context. Phenomenology explores the perceptions of individuals 
and grounded theory aims to develop a theory from the data collected (Fossey, Harvey, 
McDermott & Davidson, 2015). 
Qualitative Research and Mental Health Nursing 
Mental health nursing has utilised a wide variety of research methods to attain 
measurable data over the years. Qualitative research in this field sees the researcher 
sharing and exploring a subject’s experiences in an attempt to discover meaning or 
reason to that experience. The researcher’s role is to observe and record the subject’s 
experiences and apply a method that enables the data collected to be arranged, analysed 
and understood (Denzin & Lincoln, 2011; Fossey, Harvey, McDermott, & Davidson, 
2015). 
Nursing research has historically favoured qualitative research unlike and in contrast to 
other disciplines for example, medicine. The reason for this is complex and varied. 
Denzin and Lincoln (2011) observed that the choice of research methods of a specific 
professional group is determined by the history of that group. Nursing was traditionally 
taught through quantitative approaches because it was attempting to adopt the medical 
approach to teaching. However, over time as nursing developed as a discipline it 
developed its own knowledge base and identity. During this evolution, some significant 
changes occurred and most notably an understanding of accountability. Over the years 
these aspects began to increase the credibility of the qualitative research approach 
(Denzin & Lincoln, 2011; Fossey, Harvey, McDermott, & Davidson, 2015; Braun & Clarke, 
2006). 
Qualitative research attempts to view the patient as an individual and not just a medical 
condition. It places the onus on the individual’s experience and how these experiences 
impact on the person and aims to explore their interpretation of the wider world around 
them. The subjects of qualitative research describe how they experience the world. The 
researcher must immerse themselves in the collected experiences in an attempt to 
understand and identify themes. The emphasis is on the subject’s experiences as the 
knowledge required as opposed to trying to view knowledge as a societal mirror that 
can be quantified (Buston, Parry-Jones, Livingston, Bogan & Wood, 1998; Braun & 
Clarke, 2006). 
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Understanding the patient’s experience, being able to empathise and enter the patient’s 
world, is a very important component when choosing to use qualitative research; 
however, the researcher must ensure that separation is present. The researcher must be 
objective and while gaining an understanding of the patient’s world, they must ensure 
distance is maintained to attain a considerate overview. The ability to gain 
understanding and empathise with the individual while maintaining an objective 
overview of the situation is a desirable component of qualitative research methodology 
to researchers in the nursing profession (Braun & Clarke, 2006). 
It is not the researcher’s opinion that nursing research is solely suited to one form of 
methodology. There are numerous methodologies that nursing research can utilise to 
generate sound data to better understand the people we care for. The researcher’s 
decision to use a quantitative or qualitative approach is based on the quantity and 
quality of data that will be collected. 
The researcher’s choice to adopt a qualitative method in this study is necessary given 
the research question that is being asked. The selected research method and analysis 
process are outlined in the following paragraphs as well as the rationale for choosing 
this research method. 
Focus Groups 
The research method chosen for this study was focus groups. The focus group as it is 
known today dates back to World War II when Robert Merton, Paul Lazarsfeld and their 
colleagues at Columbia University’s Bureau of Applied Social Research used them to 
measure audience reactions to propaganda radio broadcasts. Although initially referred 
to as ‘focussed interviews’ the method used to collate data was indifferent as to whether 
one individual was being interviewed or a group. They believed that by using this group 
interviewing technique people’s inhibitions could be either increased or released 
depending on the subject topic. They felt the main advantage of focus groups was a wide 
range of responses and the extraction of details that could possibly be overlooked. The 
main disadvantages they discovered was the discussion veering off topic and the risk of 
more dominant group members controlling the discussion. In the years following World 
War II the focus group became popular among the marketing, public opinion and 
broadcasting sectors and was not utilised in formal academic circles until end of the 
1970’s (Merton & Kendall, 1946; Merton, 1987; Kidd & Parshall, 2000).  
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The focus group has similarities with a standard series of interviews, but there is more 
to the focus group than just collecting data from a group of participants at the same 
time. A focus group is essentially a group discussion carried out on a particular topic for 
the purposes of research. This discussion is facilitated, monitored and recorded by a 
researcher who is often referred to as a moderator (Kitzinger, 1994; Morgan, 1998). 
Focus groups are useful for producing data on shared views and the meaning that lies 
within those shared views. They are particularly useful when a researcher needs to gain 
understanding on the participant’s experiences or beliefs (Morgan, 1998).  
The researcher needs to be conscious of the composition of the focus group in order to 
achieve the best possible discussion. There are no set rules governing the group 
composition but the researcher must be aware that the participant mix will always 
impact on the data collected. Specifics such as participant’s ages, genders, professions 
and social beliefs will impact on the group dynamic and affect the data which is 
gathered. It is therefore important that the researcher gives consideration to the impact 
these factors will have on the discussion before the focus group commences. That 
withstanding, the researcher aim is to achieve robust interactions between the 
participants in order to generate good discussion (Stewart & Shamdasani, 1990). The 
researcher must consider the size of the focus group. The recruitment of between six 
and eight participants is the optimal size for a group. The researcher runs the risk of 
generating limited discussion if the group is too small and contrary a larger group may 
become chaotic and too difficult for the moderator to manage (Morgan, 1998). 
Moderating a successful focus group is a skill that when carried out well can look easy; 
however, it requires specific ability and skill. A good moderator recognises that all 
participant opinions are valuable; however, must accept that some opinions may be 
critical and it is important to be respectful of each one. The moderator must guide the 
discussion but never influence it. Moderating a focus group without participating is 
essential as introducing one’s own views will steer the discussion and invariably 
introduce bias (Chestnutt & Robson, 2002).  
The researcher carried out two pilot focus groups for this study. These pilot groups gave 
the researcher the opportunity to practice organising and facilitating focus group and 
enabled the refinement of the list of questions. Overall, it gave the researcher the 
opportunity to practice the art of moderating a group.   
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Purposeful Sampling 
Purposeful sampling is a common form of participant selection used in qualitative 
research for the identifying of data rich candidates related to study’s topic of interest. 
This involves the identification and selection of groups of individuals who are 
particularly knowledgeable about or have specific experience in the field of interest. In 
addition to knowledge and experience, availability to participate and willingness to be 
involved and the ability to communicate one’s experience in a reflective and articulate 
manner are also essential. The researcher must be aware that the sampling method is 
vital to maximising the quality of the data collected in as efficient a manner as possible 
all while ensuring validity (Palinkas, Horwitz, Green, Wisdom, Duan & Hoagwood, 2015). 
In qualitative studies the primary aim is to achieve saturation of data, to acquire a 
thorough understanding of a topic by repeated sampling until no new information is 
gained (Bernard, 2002; Cresswell & Plano Clark, 2011; Patton, 2002). 
The participants for this study were required to come from specifically targeted 
populations. The group of inpatient nurses were individually approached by the 
researcher and asked to take part in the study after expressions of interest were 
received following details of the study being sent out to the wider group of staff. They 
were approached based on their experience of working in an inpatient mental health 
unit that frequently receives admissions via the central police station. The central police 
station nurses were approached as a group due to the fact that there are only six of these 
staff employed in this area. The police were approached via the researcher’s police 
sponsor. The researcher requested a group of police officers that had first-hand 
experience with engaging people with a history of, or exhibiting signs of, mental illness 
in the community. The police officers who participated in the study did so while on a 
training day. An open semi-structured focus group method was used to interview all the 
participants (Bloor, Frankland, Thomas & Robson, 2001). 
Data collection issues reliability and validity 
The certainty of recognizing who is speaking can be an issue that occurs with focus 
group as opposed to individual interviews. Recording each session by audiotape is 
easier for transcription purposes but does leave some doubt as to who said what and 
non-verbal behaviour is not captured. Videotaping the sessions can help with this; 
however, without multiple cameras it can be cumbersome for the transcriber to 
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interpret. Multiple cameras can be off putting and distracting and non-verbal responses 
although recordable are still only partial. Whichever recording method is chosen there 
may be times when more than one person speaks. This can obscure what has been said 
and even the best recording techniques will not capture the discussion (Kidd & Parshall, 
2000). The researcher utilised a digital recording device to capture the focus group 
which were later transcribed verbatim. There was only one occasion where multiple 
people spoke at once and transcription wasn’t possible; however, this didn’t impact on 
the data that was collected.    
It is recommended that the researcher ensures there is a second person involved in each 
focus group. This second person, known as an associate, can take detailed notes of the 
order in which people speak making the transcriber’s task a lot easier. The associate can 
also record any non-verbal behaviour and take notes regarding and non-productive 
parts of the groups that can be fine-tuned in later sessions (Denzin & Lincoln, 1994). The 
researcher for this study did not have the luxury of an associate to assist with these 
focus groups. This was discussed with the researcher’s supervisor and deemed to be 
acceptable given the large amount of data that was acquired from the recordings alone. 
Preconceptions of the Researcher 
It is widely accepted that any researcher may not be completely open minded and can 
harbour some preconceptions. Sandelowski (2010) states that these preconceptions 
should be recognised and communicated in an attempt to understand them and in time 
they may be challenged and even change. As the researcher works in a mental health 
delivery setting it is expected and recognised that some pre-conceptions may be 
present.  
The researcher recognises preconceptions held prior to carrying out this research which 
are touched upon previously in the background section of this study. The first is that 
stigma and discrimination against people with mental illness is common place in society 
today. The second is that positive attitudes and respect for others are essential qualities 
for front- line staff who come into contact with people with mental illness. The third is 
that there are opposing opinions towards the management of people with mental illness 
between the three group of front-line staff interviewed for this study.  
 33 
Thematic Analysis 
The choice of analytical approach is dependent on a number of factors. Some of these 
factors include the topic being studied, the research question itself, the experience level 
of the researcher and the research’s intended audience. Ultimately the approach to 
analysis must be purposeful, insightful and altogether thorough (Braun and Clark, 
2006). 
In qualitative research, thematic analysis is one of the commonest forms of analysis. It is 
ideal for analysing studies where individual’s perspectives or experiences are being 
examined. This form of analysis comes in many forms; however, its main aim is to 
examine patterns and pinpoint links among the data collected. These links or patterns 
are called themes. Themes are important as they identify meaning from the data that 
assist the researcher to answer the research question. Themes are identified through an 
arduous process of familiarization and coding of the data, followed by the development 
and revision of themes (Braun & Clark, 2006). 
The decision to choose thematic analysis was based on the researcher’s ability to extract 
interpretations from the vast amount of data generated by the three-focus group. 
Thematic analysis enabled the researcher to interpret meaning from the themes that 
were identified in a systematic and explicit manner without compromising the 
complexity of the analysis. It is also regarded as a straight forward method of data 
analysis which is ideal for a researcher who is new to the research arena (Braun & Clark, 
2006; Javadi & Zarea, 2016). Taking these factors into account thematic analysis seems 
to be the best choice for the methodology of this study. 
The steps involved in thematic analysis are as follows: 
- Familiarizing involves repeated reading of the data to ensure intimate knowledge 
of its content. 
- Coding involves the development of concise labels or codes that highlight 
important aspects of the data. The entire set of data must be coded and the codes 
collated together for further analysis.  
- Searching for themes consists of scrutinizing the codes to identify any emerging 
patterns and then combining these patterns into individual themes. 
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- Reviewing these themes consists of examining these emerging themes against the 
set of data to see if a story emerges that answers the research question. At this 
stages themes are refined and can be fragmented, collated or even discarded. 
- Defining themes involves the naming and scoping of each one. Identifying the 
focus or story of each one.  
- Writing is the final phase which involves patching together the analytical story to 
contextualize the data in relation to what has already been shown in previous 
research. 
This process is not always chronological as shown above with each step building from 
the last. This form of analysis is not rigid and is often recursive with some degree of back 
and forth within the process, and in some smaller data sets the steps can even merge 
together (Braun & Clark, 2012).  
In qualitative research, thematic analysis offers a sophisticated examination of the data 
being studied; however, it focuses and presents its findings in a form that is 
comprehensible to those outside academic circles. Therefore, this approach is preferable 
to ensure the analysis is readily accessible to the members of the police service, who 
constitute one third of the cohort taking part in the study. This approach to qualitative 
analysis also has the added bonus of being reasonably easy to learn so favours the 
inexperienced researcher (Braun & Clark, 2012). 
Developing Themes 
The focus group data was transcribed verbatim for analysis. The analysis enabled the 
researcher to make sense of the vast amount of data that was generated from the focus 
groups. Through analysing the data, the researcher was able to identify the main points 
that were expressed and formulate them into themes. It also highlighted a surprise 
perspective that the researcher had not anticipated. This surprise perspective was 
categorised as an outlying theme and is described in the discussion chapter of this study. 
A theme is described as an implicit topic that accumulates a series of repeated ideas, 
which allows the researcher to answer a specific research question. It contains multiple 
codes that all have a shared reference and a large amount of generality that unites ideas 
regarding the topic being researched. Each theme may be divided into a series of sub-
themes in order to develop a greater understanding of the data and identify patterns in 
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the experiences expressed by the participants (Aronson, 1994; Lopez & Willis, 2004; 
Catterall & Maclaran, 1997). 
Coding 
In qualitative research, coding is the process or organising data into meaningful and 
understandable patterns. Coding takes a large volume of data and condenses it down 
into smaller more meaningful amounts (Braun & Clarke, 2006). This study addressed a 
specific research question and analysed the data gathered in relation it, therefore this 
process was described as a theoretical thematic analysis. The researcher read the 
transcripts through multiple times in order to gain intimate knowledge of the content. 
An open coding approach was utilised which does not require a pre-determined set of 
codes but allowed the codes to develop as the entire data set was coded (Braun & Clarke, 
2006). Each segment of data was collated into codes that were relevant to or highlighted 
something interesting about the research question. Once the transcripts had been coded 
the researcher entered these codes into a table with three columns listing the complete 
set of codes from each transcript. This enabled the researcher to scrutinise the codes to 
identify patterns within the data set which were grouped together in a second table into 
individual themes. These preliminary themes were then reviewed to categorize patterns 
that identified something significant related to the researcher question. The preliminary 
themes were refined into primary and sub-themes to identify the essence of each and 
establish how they related to each other. The themes were named, the focus of each one 
was identified and presented in the findings chapter with extracts from the transcripts 
used to support the analysis.   
Ethical Consideration 
The researcher always needs to be conscious of the ethical principles that guide any 
study between the goals and aims of the selected study and the basic rights of all its 
participants. The concepts of beneficence, autonomy and justice must be the 
researcher’s guide to ensure these ethical issues are being respected.  This study has 
been designed to comply with these ethical principles.  
Ethical principles are tools that every researcher must use to guide the study in order to 
address issues that emerge during qualitative research in order to meet the aims of the 
study as well as protect and maintain the rights of all the research participants. This 
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section outlines the approval process that was carried out, confidentiality, anonymity, 
informed consent and lastly any potential risks to the participants. 
Approval to carry out the study 
Ethical approval to carry out this study as part of a post-graduate master’s programme 
was granted by the University of Otago’s Human Ethics Committee. A category-A 
application including the Information Sheet for Participants (see Appendix 1) and a 
Consent Form for Participants (see Appendix 2) was submitted to the committee and 
approval was gained to proceed. 
Cultural approval was sought and gained via the Maori Research Officer of the 
University of Otago. It was anticipated that this research may pertain to Maori patients 
and their whanau who access services for treatment. A cultural review of the focus 
groups was considered necessary. 
Approval was granted by the New Zealand Police service to access a group of their staff 
for the focus group. A submission was made to the New Zealand Police Research 
Committee including the researcher’s proposal, confirmed ethical approval from the 
University of Otago, endorsement from the researcher’s DHB and an outline of what 
police resources would be required in order to carry out the study.  
There were no copyright legislations or approval requirements that needed to be 
recognized in regard to the focus groups. 
Confidentiality, Anonymity and Informed Consent 
All participants were sent an Information Sheet for Participants (see Appendix 1) and a 
Consent Form for Participants (see Appendix 2). They were also provided with the 
contact details of the researcher and the researcher’s academic supervisor so they could 
ask any further questions at any time throughout the study. All participants who replied 
and agreed to participate were sent an email confirming their participation and 
outlining the process of selection. Once enough participants had been selected for each 
of the focus groups a date was set to hold each one. Before each focus group commenced 
the researcher outlined the nature and aim of the study. The participants were assured 
that they were under no compulsion to participate in the study, they were fully informed 
regarding the design and procedure and that their anonymity and confidentiality would 
be respected. A further copy of the Information Sheet for Participants and the Consent 
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Form for Participants was available at this time. The researcher ensured he had a 
Consent Form for Participants signed by each participant before commencing the focus 
groups. They were advised of the researcher’s accountability in terms of the accuracy of 
the data analysis and reporting. The researcher pointed out the digital recording device 
and advised them that the session would be recorded digitally and transcribed verbatim 
for analysis. They were told their names would not be used in the study and all 
recordings would be deleted once the focus group discussions had been transcribed. The 
transcribing was carried out verbatim by an external transcriber, a verbal 
confidentiality agreement was received and the recordings were deleted after 
transcripts were sent to the researcher. The researcher, the researcher’s supervisor and 
the transcriber were the only people who had access to the collected data. All data 
collected is securely stored on a computer at the University of Otago. It is stored in such 
a way that only the researcher and the researcher’s supervisor will be able to gain 
access to it. Data obtained as a result of the research will be retained for at least 10 
years. Any personal information held on the participants will be destroyed at the 
completion of the research. Finally, the participants were assured that the findings of the 
study would be released to them even in the event of the study not being published. 
Potential Risks to Participants 
The study was obliged to protect participants who were involved in compliance with the 
University of Otago Human Ethics committee guidelines. This study was expected to 
pose minimal risk to the participants who took part. All participants were sent an 
Information Sheet for Participants (see Appendix 1) which outlined the nature and aim 
of the study including any risks or potential benefits. Participation in the study was 
completely voluntary and any participant who wished to withdraw from the study could 
have done so at any time and data collected regarding that individual participant would 
have been removed. They were advised that if a line of questioning developed in such a 
way that they felt hesitant or uncomfortable, it was their right to decline to answer any 
particular questions. 
The researcher, as mentioned previously, is employed in a leadership position within 
the Specialist Mental Health Service (SMHS). The question of the researcher unfairly 
influencing participant’s responses given his position had to be considered. This risk 
was discussed with the researcher’s academic supervisor and was deemed to be 
relatively low. The researcher acted as focus group moderator for all three groups. 
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Research Method 
The methodological design chosen for this study is a qualitative description approach. 
This approach is common within nursing research as it is particularly relevant when 
data is sought from individuals who are directly involved in the phenomenon being 
explored. This approach is principally suited when researchers have clinical questions 
suited to a qualitative approach however time or resources are limited (Neergaard, 
Oleson, Anderson & Sondergaard, 2009; Sandelowski, 2010).  
Recruitment 
Inclusion criteria were that individuals who were in direct contact with the client group 
were included in the focus group, these were front line police officers, registered nurses 
working in the Central Police Station and SMHS inpatient unit nursing staff. Exclusion 
criteria were individuals who were not in direct contact with the client group. The client 
group consisted of individuals who were brought to the inpatient unit for assessment via 
the central police station. 
An email was sent to all participants in each focus group explaining the study and 
inviting them to take part. The researcher ensured that important ethical issues were 
taken into consideration before the study began. The nature and aim of the study was 
explained to the participants, including any risks or potential benefits. They were 
assured that they were under no compulsion to participate in the study, they were fully 
informed regarding the design and procedure, their anonymity and confidentiality were 
respected, and they were advised of the researcher’s accountability in terms of the 
accuracy of the data analysis and reporting. The participants were assured that the 
findings of the study will be released to them even in the event of the study not being 
published. Participation in the study was completely voluntary and any participant who 
wanted to withdraw from the study could do so at any time.  Data collected regarding 
that individual participant would be removed. 
Data Collection 
A qualitative design was chosen for this study and the data was gathered using focus 
groups. Focus groups are a method of data collection through facilitated group 
discussions. They utilize group interaction to explore the research question being asked. 
Participants are selected because of a shared experience or concern related to the focus 
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of the study. Focus groups are increasingly utilized in health research and they are 
particularly useful for exploring issues that may be sensitive in nature. Focus groups 
enable participants to comfortably share experiences and the data received is often 
enhanced by the group dynamics as it aids recall and promotes elaboration. Views held 
by a minority which can often be sensitive are often overlooked in focus groups, thus 
focus groups are a very effective means of collecting data when facilitated successfully 
(Buston, et al, 1998; Krueger, 1998; Rice & Ezzy, 1999; Fossey, Harvey, McDermott & 
Davidson, 2015). The author acted as the group leader and moderated the focus group 
sessions. Participants were chosen using a purposive sampling method. This method 
acquires data based on the subject groups specific set of perspectives (Gerrish & Lacey, 
2010). 
In order to assure validity and reliability of the questions used in the focus groups it was 
important to carry out a pilot study. This involved running some focus groups with 
similar characteristics to the intended sample. The feedback received was invaluable as 
it helped the researcher identify areas that were not clearly worded or comprehended 
by the group. Information on how long the groups ran for was also gathered. The pilot 
group also gave the author the opportunity to practice running a focus group before 
doing it with the intended sample group. The data collected from the pilot groups was 
not included in the study (Lilian, 2012). 
The main study took place at two locations, the SMHS inpatient unit and at the Central 
Police Station. A private room was booked at the SMHS inpatient unit administration 
building and in the police station so privacy could be guaranteed. The groups were 
carried out during the normal working hours of the participants. Approval for release of 
the staff to attend was sought by the researcher contacting the participants line 
managers. The focus groups took approximately sixty minutes each to complete with 
fifteen minutes at the beginning to welcome and settle in the participants and give an 
introduction (see Appendix 3 for Introduction & Question sheet). 
The three focus groups consisted of frontline police, police station mental health nursing 
staff and the inpatient nursing staff at SMHS Inpatient unit. The aim was to have each 
focus group consist of six participants per group for each of the three groups. There are 
however only six police station nursing staff currently employed in that role so gaining 
access to all six at the same time was not possible so a focus group with four participants 
was carried out. 
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The researcher acted as moderator for the three groups. In doing so a range of factors 
had to be considered in order to run an effective focus group. In moderating the groups, 
it was imperative to be cautious to moderate without actually participating in the 
discussion. It was important to adopt a neutral stance and to guide the discussion but to 
be cautious not to react to responses or show bias or validation to participant’s 
opinions. The researcher was conscious of the need to guide the discussion, to keep it on 
track but not dominate it. As moderator, it is important to be aware of one’s own body 
language and posturing as this can demonstrate interest and show you are actively 
listening. Maintaining eye contact when participants were talking was important as it 
showed them their input was valued and encouraged them to share even more. The 
researcher was cautious to avoid using leading questions that could influence the 
responses of the participants (Barbour, 2005; Morgan 1997). 
The researcher gained valuable experience from conducting the pilot groups. During the 
main study the researcher took care to establish a warm atmosphere so the participants 
felt welcome and comfortable. The participants were each personally greeted and 
thanked for coming to the session. The researcher used an ice-breaker question to ease 
the participants into things. They were asked to go around the table and introduce 
themselves, say where they worked and tell the group something unusual about 
themselves. The researcher then asked the first formal focus group question.   
The interview questions were formulated from the literature review summary. The 
literature review chapter identified gaps in the literature that led to the formulation of 
the research question. It was from this research question that the interview questions 
were formulated and then reviewed by the researcher’s academic supervisor.  
Stewart and Shamdasani (1990) recommend two general principles regarding the 
scheduling of questions for focus groups. The questions should move from general to 
more specific and the order should be relative to the importance of the research 
question being explored. Based on Stewart and Shamdasani’s recommendation five 
types of questions were used: 
1. Opening Question  
2. Introductory Question 
3. Transition Questions 
4. Key Questions 
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5. Ending Questions (See Appendix 3 for introduction and question sheet) 
The focus groups consisted of seven questions. These questions were formulated by the 
researcher, in conjunction with the researcher’s supervisor, based on the literature 
search and the research question being asked. As with the semi structured nature of a 
focus group, some follow up probing questions were asked during the sessions in order 
to gain clarity to some responses or to probe further into a response that was deemed 
beneficial to the research question. 
Each of the focus groups was recorded digitally and transcribed verbatim for analysis by 
a University of Otago professionally appointed transcriber. Participants names were not 
used in the study and all recordings were deleted once transcribed. 
Data Analysis 
The researcher employed the services of a professional transcriber to ensure the 
transcriptions were done accurately. A copy of each transcript was made as a fail-safe. 
Confidentiality was ensured by removing all participants names. Thematic analysis was 
used to analyse the transcripts which is a method of coding, analysing and identifying 
themes in a data set (Braun & Clarke, 2006). This form of analysis is particularly useful if 
the researcher is analysing a relatively under researched topic or if the views of the 
participants are unknown to the researcher (Braun & Clarke, 2006). Thematic analysis 
utilises the realist method which aims to understand the meanings and experiences of 
the participants based on the assumption that their meaning and experiences can be 
conveyed to the researcher through language (Braun & Clarke, 2006). An inductive 
approach is used to identify themes by coding the data instead of trying to make the data 
fit into a framework that is pre-existing or that reflects the researcher’s theoretical 
beliefs of interests. The aim is the identification of themes on a semantic level, to identify 
the meaning or logic within the language of the data (Braun & Clarke, 2006).  
Summary 
The research methodology chapter has discussed qualitative research as well as 
qualitative research in relation to mental health nursing. Focus groups were discussed 
along with data collection issues reliability and validity. Preconceptions of the 
researcher were disclosed. The thematic analysis framework was described. Ethical 
considerations were outlined including the approval process to carry out the study. The 
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confidentiality, anonymity and informed consent factors were described followed by any 
potential risks to participants. The research method was then described, firstly by 
outlining the preparation of the research process, then describing the recruitment, data 
collection and finally the data analysis process. 
The following chapters will discuss the findings that emerged from the three focus 





CHAPTER 4 - FINDINGS 
Introduction 
This chapter will focus on the themes that arose and present the findings that came from 
the focus groups. The themes that were identified were coded and analysed and they 
represent an accurate portrayal of the content recorded in all three focus groups. 
Overall, four main themes and one outlying theme were identified from the analysis.  
The four main themes are: 
- Understanding  
- Frustration  




- Stigma and Discrimination 
Within these four themes the researcher identified a series of sub-themes which will be 
listed in tables in the findings chapters. These themes and sub-themes will be outlined 
and quotations from the participants will be used to support the analysis. 
The Sample Group 
The sample consisted of a group of staff from each of the target areas, inpatient mental 
health nurses, central police station nurses and front-line police officer. There were six 
participants in inpatient nurses’ group as well as the police officer group, however as 
there are only six police station nurses in total the researcher was only able to get four 
to participate from that group. The nursing participants were characterised by recent 
experience in an acute admissions area while the police participants were characterised 
by recent contact with people exhibiting or disclosing mental health issues. All 
participants were employed at the time of the focus group and had experience of 
individuals with mental health histories being brought to the admission unit via the 
central police station. Demographic information was not taken to maintain 
confidentiality.   
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Theme 1 – Understanding 
Introduction 
The first primary theme identified in the study was the need for greater understanding 
and collaboration between the three services, namely inpatient, police station nurses 
and the police service. A common theme expressed in all three-focus groups was a lack 
of understanding of the abilities of the other services. Participants expressed frustration 
with the perceived limitations of the other services abilities. There was a strong feeling 
that a better and smoother process was required by the other service and that policy 
and procedures implemented were impeding the process. There was a general lack of 
understanding in relation to the limitation of the neighbouring service. There was a 
perception that the other service wasn’t doing what is best for people with mental 
illness. It is widely accepted that improved understanding and collaboration between 
services will lead to better outcomes for individuals using the service (Allen, Harris & de 
Nesnera, 2014). 
Table 1: Understanding and Sub-themes 
Primary Theme - 1 Sub Themes 
Understanding  1 - Police holding powers 
2 -  Unrealistic expectations 
3 - Policy preventing restraint 
4 - Nurses expecting police to take patients away 
5 - Police service at odds with justice system 
 
Police holding powers 
This sub-theme relates to the police services’ ability to hold individuals at the police 
station. The inpatient nurses felt the police would bring people to the inpatient unit too 
hastily and not keep them at the police station long enough. They believed that the 
police want these individuals out of the police station as soon as possible. The reality 
explained by the police participants and police station nurses group, is that there is a 
specific time frame the police must adhere to. It is legal requirement to have individuals 
assessed within six hours of detention. This is the first example of a misunderstanding 
between the nursing staff and the police. If an individual is found in a public place and 
acting in a manner that gives rise to a reasonable belief that the person may me mentally 
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disordered, the attending constable may take that person to a police station or health 
facility to be seen by a medical practitioner. This form of detention for the purpose of 
gaining an assessment can last no longer than 6 hours (Ministry of Health, 2012). 
A participant from the inpatient group commented that the police are too quick to bring 
people to the inpatient service:   
They don’t keep them in [the police station] long enough sometimes, I don’t 
think. The ones that are really unwell and violent and stuff, they want them out 
of there as soon as possible. (IG 26). 
This participant explains the reality for the police is that they are bound by clear laws 
which have stipulated time frames. He talks about discussions being had between the 
custody sergeant and the Authorised Officers (AO) regarding the time frame that must 
be adhered to. The individual in custody must be assessed within six hours or thereafter 
must be released: 
…discussions amongst the AO’s and custody sergeants who’ve been talking 
about their six-hour deadline and you know they need to get it moving but 
somebody’s dragging the chain for whatever reason and they are looking like 
getting near the end of that deadline where the persons going to have to be just 
put out the door without the assessment having actually taken place (PG 72). 
This officer talks about being able to extend the six-hour window for assessment if there 
is a crime involved however if no crime has occurred then the six-hour time frame must 
be adhered to: 
… if they are aggressive and they are going to be assaultive, we can clearly deal 
with that… we can hold them here for those reasons. That gives us plenty of 
time to deal with the mental health side of this, because we can hold them for a 
lot longer and deal with that as a crime, but where there’s no crime is when it 
gets confusing for us (PG 88). 
This participant from the police group describes receiving multiple calls a day from 
individuals in distress who have to be kept safe. They have to be taken to police station 
however he feels this is not the place for them as it is a mental health issue: 
If a job is probably mental health related in some way, I mean a 1X a suicide job 
or threats of suicide, we get multiple a day!  And we are the ones to do it 
because everyone just calls the police but we’re not the agency to be dealing 
with it. I mean all we can do is take them from the situation and stop them 
hurting themselves at the time.  We can’t do anything to solve the issue. And as I 
was saying the custody suite isn’t the place for them (PG 85). 
 46 
This sub theme has shown that there is limited understanding from the point of the 
inpatient nursing staff regarding the abilities of the police to hold individuals in custody. 
The police participants explain the time frames they must legally adhere to, six hours if 
detained under section 109 or longer if detained for a criminal offence (Ministry of 
Health, 2012). This section finishes with a police participant highlighting the multiple 
mental health call-outs a day for suicide related issues they have to attend to and 
stressing the sentiment that the police station is not the right place for individuals in a 
mental health crisis. It is evident from this participant’s statement that the police don’t 
want individuals in the police station if they are presenting with mental health related 
issue, however this is perceived by the inpatient group as the police wanting to get 
individuals moved to the inpatient unit as soon as possible. This section has shown a 
clear lack of understanding on the part of the inpatient nurses regarding the abilities of 
the police which is further demonstrated by the unrealistic expectations that are 
described in the next section.  
Unrealistic expectations  
The lack of understanding was further demonstrated by an inpatient nurse who felt that 
police are more likely to take someone in for assessment if the individual has a history of 
mental illness or is acting in a strange manner: 
… if they have a mental health history or query mental health they do get taken 
to the [police station] more often than not to be assessed because of that 
background or they think the person is a bit awful, a bit weird or acting 
strangely (IG 92). 
The reality for the police, as mentioned in the previous section, is that they receive 
multiple call outs a day for individuals in mental health crisis and they must intervene to 
keep people safe. They have to respond by taking individuals into custody and bringing 
them in for assessment is a common and expected practice:  
I mean all we can do is take them from the situation and stop them hurting 
themselves at the time. (PG 85). 
This lack of understanding is next demonstrated from the perspective of the police when 
they arrive with individuals at the mental health unit. A police participant described that 
on arrival to the inpatient unit there was a sense of confusion and in-fighting between 
the receiving inpatient staff. A participant from the police group perceived a sense of 
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general confusion on the part of the inpatient staff when they arrive with an individual 
who is to be admitted: 
…when we get to [the inpatient unit], you’re often dealing with five or six 
different staff in that area where we go to and they start to have disagreements 
with each other and it’s often yourself and another police officer and the person 
you brought there standing there looking at each other watching the staff 
bickering amongst one another (PG 22). 
Given that the inpatient unit is divided into four separate units it would be expected that 
there would be some discussion necessary to establish which unit an individual would 
be admitted to once they arrive with the police. The area they arrive at is simply an 
admission area for all four units so negotiation is required on the part of the nurses to 
establish which unit will accept the admission. This becomes even more necessary when 
all units are full so some time would be required to move individuals around to 
accommodate a new arrival. This negotiation between the inpatient nurses could easily 
be perceived as confusion or bickering.  
This participant from the inpatient nurses group describes the scenario from their 
perspective when the police arrive at the unit with an individual. The nurses may not 
necessarily know who the police have brought in and it can take time to establish who 
the individual is and where they are supposed to be:  
…I found that quite a lot…where any patient who’s returned by the police, they 
rock up at the back door [admission area], they say we’re here with so and so, 
we stare blankly cause we’ve no idea who they are and they actually say, we’ve 
got to get out of here now, and it’s like well hang on buddy, you can’t just up 
and leave (IG 10). 
Even when returning a patient who had gone Absent Without Official Leave (AWOL) 
from the service the police felt there was confusion from the inpatient staff when they 
returned the individual: 
And we don’t just show up there, we’ve obviously been told to go there for some 
reason.  We don’t just decide to take people to [the inpatient unit], so they 
shouldn’t be surprised. They know that we’re coming. Or the prisoner [patient] 
has run away already, so they actually know that they are probably coming 
back (PG 41). 
The police in both of these examples are merely following orders. They find the repeated 
questioning and what appears to them to be chaos on the part of the inpatient staff to be 
quite confusing. The police service has clear and precise policies and laws that govern 
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the care of individuals in their custody. They have to hand the care of that individual on 
to another service or agency: 
…our organisation puts the responsibility on us to deal with that until we’ve 
passed that custody or that problem onto someone else. So, we don’t really have 
a lot of options or choices once that happens (PG, 256). 
The previous quotations highlight a large contrast between these two organisations. The 
police station nurses were put in post to bridge this gap and develop better working 
relationships between the service. 
A police station nurse describes the inpatient service as having unrealistic expectations 
regarding the police service’s abilities and describes one of their main roles as 
performing a vital link between the inpatient service and the police:  
… inpatient services having maybe unrealistic expectations of what the police 
can and can’t do and we end up being the kind of meat in the sandwich and 
having to explain to both sides what’s actually happening (WG 8). 
This section has further demonstrated the lack of cohesion that exist between these 
services. The inpatient nurses believe the police are too quick to bring individuals to 
hospital and fail to realise the police have strict policies that must be followed. When the 
police do arrive at the inpatient facility they perceive the nurses to be chaotic and 
bickering amongst themselves. This highlights that these are two very different services 
that don’t exactly align with one another. The section ends with a police station nurse 
describing one of their main roles as attempting to align these two services.    
Policy preventing restraint 
The findings from this sub-theme highlight a lack of understanding between the police 
station nurses and the inpatient nurses. The police station nurse’s role serves as an 
extension of the mental health service into the police station to facilitate the smoother 
transition of individuals with mental health problems in the mental health system. They 
should also act as a link between police and mental health service. Being an extension of 
the mental health system, it would seem understandable that they fully comprehend the 
practices and current model being utilised in the inpatient unit. Participants from the 
police station nurses group felt the patients were simply allowed to leave the inpatient 
unit when they posed a threat. They also felt that the inpatient staff were too afraid to 
use seclusion for individuals who were violent. An inpatient participant described their 
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perspective which is in keeping with a least restrictive practice model. This lack of 
understanding was also evident from the police participant who believed that policy 
change at the inpatient unit meant the nurses were unable, unwilling or even afraid to 
restrain patients. These three groups of staff work closely together however there are 
gaps in their understanding of the abilities and limitations of each other’s service.    
One example of a lack of understanding between the police station nurses and the 
inpatient nurses is identified in the following quotation. The police station nurses felt 
that the inpatient staff were allowing people whom had been sectioned under the MHA 
and admitted to be simply let go: 
They get admitted to [the inpatient unit] and they get let out because they’re 
posing a threat and we end up with the interaction with the police ringing us 
and saying what are we supposed to do, this person’s just been admitted, 
they’ve now been let out, [the inpatient unit] have rung and said they’re AWOL, 
well need to find them and take them back (WG 8).   
This quotation demonstrated that the police station nurses don’t fully understand or 
agree with the new model of care within the inpatient unit. Their perception is that the 
inpatient staff were opening the doors and letting people leave when they posed a 
threat. Given these two groups of nurses are employed within the same organisation and 
work so closely together it would seem paramount that they fully understood each 
other’s practices, environment and policy. 
This lack of understanding was again demonstrated by a police station nurse who felt 
that inpatient staff were afraid to use seclusion: 
… people are too frightened for whatever reason to actually put someone in 
seclusion and I find that appalling. There’s legislation that supports seclusion, 
that if it's used in a thoughtful, kind of well-considered way. And it's a 
therapeutic intervention, it keeps people safe, keeps the patient safe, keeps the 
staff safe and it keeps the general public safe, then it should be used (WG 34). 
This highlights the lack of understanding that exists on the part of the police station 
nurses in regard to the least restrictive policy in place within the inpatient service. The 
inpatient nurses do use seclusion for individuals who are a risk of violence to others 
however they will utilise other strategies before opting to lock doors. A participant from 
the inpatient group acknowledged that when the risk of violence exists there are options 
to be considered before a more restrictive option of locking doors is considered: 
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…when we know someone poses a risk to themselves or others significantly and 
it’s causing the stress for the patient, their family and nursing staff, and for the 
community, I think we have a responsibility to be putting things in place 
whether that is a level 2, whether that is a high care area, we don’t necessarily 
have to lock the whole ward (IG 60) 
The police group felt they were being called upon more to deal with issues that arose in 
the inpatient service. They were under the impression that recent policy changes had 
resulted in inpatient staff not being allowed to restrain people which meant they were 
being called upon to do so:  
… I think maybe there might need to be some policy changes or legislation 
changes around what the people can actually do at [the inpatient unit] to deal 
with what’s happening there instead of just calling on us to deal with it because 
they’re in the care of the mental health services (PG 281). 
The police group felt that the inpatient staff required training in self-defence to keep 
themselves safe: 
Maybe more education about what’s reasonable force to use in self-defence and 
others, like the security staff at the [general] hospital (PG 282). 
The perception that inpatient staff were unable, afraid or limited by policy change to use 
personal restraint was expressed: 
…I think they’re scared of what’s gonna happen. They might be allowed to do it, 
there might be a policy that they are allowed to or if they’ve misinterpreted it to 
say that they can’t or whatever, but they need to understand what they can do 
in certain situations to keep everyone safe (PG 284). 
Another articulated this concept but felt the “hands off” approach was directed by 
management:  
My feeling is the policy is very much “hands off”, whatever the legislation says, 
but the policy and therefore your boss tell you that you “do not go hands on”, 
that’s my feeling (PG 290) 
These quotations all demonstrate the lack of understanding these police officers have 
regarding the abilities of the inpatient nurses. They felt the nursing staff were prevented 
from using seclusion, restraint techniques or even protecting themselves due to recent 
policy change and direction from senior management.  
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This inpatient nurse describes the frustrating situation that occurs when inpatient 
nurses do call the police for assistance. She expressed that when nursing staff ask for 
police assistance with a difficult individual they are told that the police can’t do anything 
until a nurse is assaulted: 
…sometimes if we ever call them in for some sort of assistance with something 
often that can bring up some negative sort of attitudes, …. We called them in for 
help with an IM [intramuscular injection] but they wouldn’t, and it would have 
gone so much faster and a lot easier if they would’ve just gone in and got a hold 
of them, because they ended up on the floor restraining him, hand cuffing him, 
but they wouldn’t do anything until one of us was assaulted (IG 18).  
The quotations throughout this section have shown that there is misunderstanding and 
a general lack of clarity regarding the roles and abilities of both these services. There is 
also confusion among the police station nurses in regard to the ability of their inpatient 
colleagues to detain and seclude people. The police feel that due to policy change they 
are being called into the mental health unit more to deal with difficult patients. The 
nurses feel that when they do ask for help the police won’t act until one them is actually 
assaulted. The next section focuses on the lack of understanding between police and 
mental health services when individuals who are under care commit offences. 
Nurses expecting police to take patients away 
A theme that was strongly expressed by all three group was a misunderstanding in 
regard to patients under the care of mental health services who commit offences. The 
view held by this inpatient nurse was that individuals leaving the inpatient unit and 
committing offenses should be prosecuted: 
…she’s on unauthorised leave, but she goes out there and she causes a scene, so 
they arrest her and just bring her straight back and they don’t even charge her, 
they just bring her straight back …why don’t you charge her? (IG 16).    
This type of scenario is a regular occurrence for the inpatient nurses. It is a frequent 
occurrence for service users to commit offences while in the unit or while AWOL from it 
and the inpatient nurses feel these offences are overlooked. The police will return 
individuals time and time again and disregard any offences they have committed while 
being AWOL from the unit.  
A police station nurse felt the inpatient staff expect the police to take away individuals 
who have committed what they perceive as minor offences on the unit. He felt there is 
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an expectation that individuals will be taken to police custody and not returned however 
the reality is they will be bailed and returned back to the inpatient unit:  
…called to help manage and often there’s a question about whether they’re 
going to get charged or not, for it's usually wilful damage that they’ve broken 
something in the inpatient unit and it’s the perception of the staff that the 
police will take them away and that will be the end of it but it’s not, because 
wilful damage is a bailable charge, they’re coming back you know so… So is 
common assault (WG 8). 
The police experience of this was in the sense that the inpatient staff wanted them to 
take patients away who had committed offences like assault or property damage. In 
some of these cases the police were reluctant to lay charges as the offences were seen to 
be relatively minor.  
… you get the impression that the staff just want you to take them away, …, 
because this person’s too hard for me to deal with at the moment (PG 279). 
And: 
…if they had escaped from [the inpatient unit] and smashed a window, that day, 
and it’s a fairly low-level offence, then you might not charge them maybe (PG 
106). 
The police assess the offence and may or may not take the person away to process 
however in most cases they will bring that individual back to the unit:  
…If they’re already under a Compulsory Treatment Order, they’re mentally 
unwell, they’ve committed an offence, often assault or damage, should they be 
back here?  Because what we’re gonna do is…. bail them back to [the inpatient 
unit]. Or should they just stay in [the inpatient unit] and we’ll put the matter 
through for normal inquiry so that they can be held accountable but that’s a 
tricky decision for us to make.  Do we take them away from [the inpatient unit] 
or do we leave them there? (PG 278) 
These quotations demonstrate the difficult decision the police have to make in relation 
to individuals who have committed an offence while under the care of services. 
This section focused on the lack of understanding in regard to individuals who commit 
offences while under the care of mental health services. Examples mentioned involved 
patients who went absent from inpatient units and committed offences, those that 
commit offence on the unit and individuals who have committed offences prior to 
admission. The inpatient staff felt the police should prosecute these individuals whereas 
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the police view them as needing help and are less likely to follow through with charges if 
offences are deemed to be minor. Even when the police do decide to follow through with 
laying charges, there are further obstacles which can impede this.  
Police service at odds with justice system 
Throughout this section participants have demonstrated misunderstanding in regard to 
the abilities and limitations within these two services. The nursing staff have expressed 
their frustration with the police reluctance to proceed with charging individuals who 
commit offences while under care. The police have stated that they do waive offences if 
they perceive them as minor and also if they believe an individual is unwell and needing 
help. When they do decide to proceed with charging individuals the matter appears to 
be compounded by the relationship between the courts and the police service. These 
services as described as being at odds with one another as this sub-theme will 
demonstrate.  
This police officer describes the decision he must consider before proceeding with 
charging an individual. The judge may determine the individual not fit to stand and 
discharge the case, so the officers need to weigh up the likelihood of getting a conviction:  
…the Judge has a lot more power to sentence him to appropriate thing than us, 
if they find they’re not fit to stand trial or you can’t go ahead with the charge 
they’ll discharge them under Section (PG 98).  
The question is about the likelihood of a conviction (PG 99). 
This consideration will make the police think quite hard about proceeding with charging 
individuals for minor offences. They may want to proceed with seeking a conviction 
however due to the nature of the courts they are reluctant to because there is a chance 
they won’t succeed.   
An inpatient nurse echoes this sentiment and appreciates the difficulty faced by the 
police regarding this: 
…for the police that they probably do want to charge more people… they can’t 
because when they take it to court the judge goes, what are you doing?  (IG 30). 
This inpatient nurse goes on to state that the presence of a mental illness will create 
uncertainty and if there is any doubt regarding them succeeding in getting a conviction 
then there is no point in proceeding: 
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… the judge will look at this and go, why are you doing this, this person has [a] 
mental illness, is this person actually unwell or not?  Can you actually 
categorically prove it and if they’re saying no…. they’re not allowed to take that 
to prosecution (IG 30). 
A police station nurse talks about the police getting criticised by a judge for bringing a 
case before the courts that they perceive is a waste of time. This will inevitably make the 
police less likely to proceed with charges which are mental health related: 
… the police have experienced time and time again that when they go to court 
they get lambasted by the judge and they get censured for wasting courts time, 
why are you doing, why is this person in front of me, why are you wasting my 
time with this.  So, they are reluctant to pursue those charges particularly the 
relatively minor ones (WG 10). 
A police station nurse describes her realisation at learning that the police and the justice 
system are adversarial: 
…something that you realise when you work with the police, is that the judicial 
system and the police system are adversarial so you go into a court room and 
you’ve got defence lawyers arguing against police prosecutors (WG22). 
This section has shown that the police have their own difficulties when it comes to 
proceeding with prosecution. Participants from all three groups have stated that the 
justice system is adversarial. The police may want to proceed with prosecution but there 
must be a high likelihood of receiving a conviction and there is always a chance the 
judge may criticise them for wasting the courts time. This would appear to explain why 
they are reluctant to proceed with charging individuals who commit offences while 
under care of mental health services. 
Summary 
Overall there was a general lack of understanding between the three services regarding 
the abilities and limitations of the other. The police station nurses do bridge the gap 
between police and inpatient to some degree; however, it was demonstrated that their 
group harbour some misconception in relation to the inpatient group. There was a 
perception that specific policy changes have contributed to these services not being able 
to operate as they once had. All three groups felt that these limitations compromised 
safety and left patients vulnerable. There was a strong sense that the inpatient nurses 
wanted individuals who committed offences taken away and prosecuted however they 
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felt the police were reluctant to do so. The reason for this reluctance was explored 
further. It was shown that on one hand the police waive minor offences if the perceived 
an individual was needing help and on the other if they did proceed with seeking a 
conviction there was a high likelihood that they would be challenged and criticised by a 
judge for wasting court time.  
This section has shown multiple areas where misunderstanding exists between these 
two services. It has been mentioned that this lack of understanding not only impedes 
cohesion but can result in frustration for all parties involved. The next section will 
discuss the second main theme identified ‘Frustration.’ 
Theme 2 – Frustration  
Introduction 
This section will discuss the second main theme ‘Frustration.’ A brief introduction to the 
section will follow then a table including the subthemes will be included. The sub-
themes will then be discussed with quotation from the participants included to support 
the analysis. 
A subject raised in the introduction section was the increase in patients going AWOL 
from the inpatient unit due to the adoption of a new model of care which focusses on 
engagement and not containment. This change has resulted in an increase in the 
numbers of patients leaving hospital without permission, which in turn has created 
difficulties for the mental health staff as well as the police who are routinely asked to 
find and return these individuals to hospital. Participants across all three groups 
expressed their frustration with patients who were leaving the inpatient unit without 
permission. The inpatient staff articulated that at times they are embarrassed that 
patients can leave so easily, which means they have to call the police and request 
assistance with returning the individual. The police station nurse saw it as a failing of 
the system that patients they had assessed as requiring detention under the Mental 
Health Act could leave the inpatient unit so easily. The police echoed this sentiment, they 
felt that having to repeatedly find and return patients to the inpatient unit was time 
consuming and added unnecessary risk for these individuals. This theme doesn’t 
directly assist with answering the research question however it does highlight an area of 
concern that will impact on nurse/police relations and invariably have negative impact 
on the service being delivered to patients. 
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Table 2: Frustration and sub-themes 
Primary Theme Sub Themes 
Frustration 1 - Nurses embarrassed by repeated AWOL 
2 – Police nurse frustrated with repeated AWOL 
3 - Repeatedly able to leave hospital 
 
Nurses embarrassed by repeated AWOL 
This sub-theme focuses on the repeated AWOLs from the inpatient unit. The inpatient 
nursing staff describe this issue as a source of personal anxiety as well as identifying the 
frustration they believe the police feel. They also recognise the distress it causes the 
families of those that leave the unit. The inpatient model is to provide care for people in 
the least restrictive manner utilising open units with a strong focus on seclusion 
minimisation. 
This participant, from the inpatient group, describes her embarrassment at having to 
call the families repeatedly to inform them that their family member has left the unit: 
…it’s an embarrassment, it’s embarrassing to be the person that has to 
repeatedly make that call, it’s not a good look (IG 62). 
She then explains she can empathise with the families regarding their frustration: 
You get a lot of frustration from the families, we can empathise with them, we 
can say how, you know, we understand it’s frustrating but.  They say, well you 
let them go (IG 62). 
These quotations describe that when patients leave the unit the nurses have to 
repeatedly call family members to inform them it has happened. This is a source of 
annoyance and frustration for the families as they perceive it is the nurses who have 
allowed it to happened.  
This inpatient nurse describes the annoyance and frustration isn’t solely experienced by 
the families. This quotation describes her perception regarding the annoyance of the 
police who had to return an individual who had repeatedly left the inpatient unit: 
We’ve just had one recently when I think they brought this same person back 
about 3 or 4 times in the space of about 2 days and they were irate (IG 14). 
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The police are regularly called to assist with the return of individuals who have left the 
inpatient unit. This nurse describes the common questions the police ask when they 
return these individuals, asking why they can’t be locked in: 
Why can’t we hang on to them, isn’t there anywhere that we can keep them, 
why is this happening all the time? Can you lock them up? Just lock them up. 
You can’t do that? (IG 16). 
She feels this issue doesn’t help relations between the two services. The inpatient nurses 
will put plans in place to manage repeated AWOL but individuals still manage to leave: 
…especially when we put all these plans in place and the person still got out, 
and they had to bring them back again.  That wasn’t very good PR (IG 16). 
This sub-theme has shown that when individuals leave the inpatient unit without 
permission it is not only a source of embarrassment for the inpatient nurse but is 
frustrating and concerning for families. The annoyance and frustration doesn’t end there 
as it is also experienced by the police who are routinely called to search for and returns 
these individuals to the inpatient unit.   
Police nurse frustrated with repeated AWOL 
The findings from this section confirm the frustration experienced by the police station 
nurses regarding the repeated AWOLs from the inpatient unit. The police station nurses 
felt it is a systemic problem that puts people at unnecessary risk. This police station 
nurse describes the frustration felt when she placed an individual under section 11 of 
the Mental Health Act, arranged their admission to hospital and the person was 
subsequently able to leave. She describes her frustration at seeing these individuals who 
end up back in the police cells following being subdued with a ‘Taser’ in order to get 
them back in safely: 
I find it quite outstanding that I can be an after-hours DAO and having put 
someone under papers and into hospital, that 8 hours later they’re out and 
they’ve been tasered and end up in here locked up in a cell because they’ve been 
allowed to go and they’re under [section 11 of] the Mental Health Act (WG 34). 
A participant from the police station nursing staff describes the frustration expressed to 
her from the police that a secure area is required because of the annoyance felt by police 
when they bring someone to the inpatient unit only to discover the individual has 
managed to leave a while later and is back on the street: 
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…they want to know that the person is not going to be out there on the street in 
20 minutes time or 2 hours’ time and hear on their radio that the person they’d 
just taken in there is now back out on the street (WG 54). 
She continues by expressing her concern that allowing people who are unwell to leave 
hospital can result in them getting into further trouble because their judgement is 
impaired. This can result is them committing crime and being criminalised as a result: 
…criminalising our people and because they do things because their 
judgement’s impaired whether they be substance affected or whatever and then 
they’re on that slippery slope (WG 54). 
This police station nurse describes her frustration when individuals deemed unsafe are 
placed under the Mental Health Act and can leave. She describes the duty of care that is 
expected but not being held up: 
they don’t get under the Mental Health Act for tooth ache, it's because the risk 
has been assessed. I find that this happens and it's not unusual and I just shake 
my head and go where’s the mandate? we have a duty of care (WG 34). 
The police station nurses act as the link between inpatient service and the police but 
that link is at times difficult because they are approached by the police who can’t 
understand why individuals placed under the Mental Health Act are able to leave:  
…the most frequent conversation I have with senior sergeants and inspectors 
…when they come and say what is going on out there, what they really struggle 
with is, if this person is under the Mental Health Act and they’re posing a risk to 
themselves and other people how is opening the door and putting every 
member of the general public at risk the right thing to do (WG 36). 
There also appears to be some misunderstanding here in regard to individuals who have 
left the inpatient unit without permission versus an assumption that the inpatient staff 
have allowed these individuals to leave.  
This sub-theme has shown the frustration experienced by the police station nurses in 
regard to individuals who manage to leave the inpatient unit. They described their 
astonishment that this can happen and described how frustrating it is for them to have 
placed a person under the Mental Health Act and then be informed some time later that 
that person has left hospital. This section ends with a police nurses describing the 
frustration the police experience when this occurs. 
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Repeatedly able to leave hospital 
The frustration surrounding patients leaving the inpatient unit is felt strongly by the 
police. As they are the ones who are called to assist with the return of these individuals 
to hospital they find it increasingly annoying to be repeatedly asked to return the same 
individual. 
A participant from the police group talks about the frustration caused when individuals 
are able to leave the hospital and are then reported missing by hospital staff:  
That’s the frustrating thing sometimes is these people from [the inpatient unit] 
and they are going out and offending but they’re leaving and then reported 
missing.  Why are they actually getting out on the street and causing the 
trouble? (PG 118).   
The police feel they have brought the individual to the hospital because they pose a risk 
to themselves and, in this participant’s experience, been able to leave with a risk of 
suicide:  
We’ve brought them there in the first place because we are worried about their 
safety or the threat they offer and I’ve had three occasions where I’ve said “if 
you let this person walk out the door they’re gonna kill themselves” and they 
walk out the door and they kill themselves (PG 121). 
The police group felt strongly that if a person is under the Mental Health Act then they 
shouldn’t be able to leave hospital: 
If they’re committed though they should be locked in (PG 126). 
And: 
If they are there compulsorily then they need to be there and they should be 
made to stay there (PG 129). 
A police participant describes the frustration with having to bring people back to the 
hospital and the realisation that the individual can leave again if they choose to: 
I think the frustration is that you know you take them back, but they’re still not 
secure, so if they don’t want to stay, they’re just gonna walk out again and go 
missing again (PG 143). 
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This officer outlines the concerns the police have when having to use force to return 
people who have left hospital, which can result in injury or the likelihood of them using 
forceful methods to subdue an individual:  
…sometimes that involves fighting with them or some sort of dragging them 
back, they’re at risk of being pepper sprayed, tasered, a whole bunch of things, 
which it shouldn’t ever have to come to that, because they were let out in the 
first place (PG 144). 
He describes this issue being further compounded when individuals leave and commit 
more offences. This is frustrating to the police as they believe the individual shouldn’t 
have been able to leave in the first instance: 
…because they go out and start offending again so they end up with more 
criminal charges which could be avoided if they just were never able to leave in 
the first place (PG 144). 
A police participant relates what he perceives the families must feel when their love one 
is able to leave the hospital: 
…put myself in the shoes of the family, so my family member wants to hang 
themselves and the police come and do their job and the doctors do their job 
and cool they’re in [the inpatient unit] and hopefully they’re gonna get better 
and then four hours later, oh they’re not there anymore, they’ve escaped and we 
don’t know where they are (PG 171).  
The frustration experienced by the police in regard to the repeated AWOLs has been 
shown throughout this sub-theme. They described their frustration at having to 
repeatedly return individuals to the inpatient unit and having expressed their concern 
to the inpatient staff regarding a particular individuals safety that the same person was 
able to leave again. They empathised with the families of these individuals who’s loved 
ones have been admitted and subsequently leave hospital. There was a very strong 
sense of frustration expressed by the police participants regarding AWOLs throughout 
their focus group.  
Summary 
This section outlined the second main themes identified ‘Frustration’ and a series of sub 
themes were identified. The sub-themes were displayed in a table. The main theme and 
sub-themes were outlined and quotations from the participants were used to support 
the analysis. All three group strongly expressed their frustration felt by individuals 
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being able to leave the inpatient unit so easily. The frustration was not only related to 
the specific staff groups but also attributed to the families of those put at risk by being 
able to leave. The police felt they were placed in a position where increased force may 
be required to return people to hospital and that was avoidable if they were not able to 
leave in the first place. The police station nurses described how they act as a link 
between the inpatient nurses and the police, however they find the ease at which people 
can leave to be a great source of frustration. 
The next section will discuss the third main theme ‘Communication.’ 
Theme 3: Communication 
Introduction 
This section will explore the fourth theme identified, ‘Communication’. The sub-themes 
will be displayed in a table and quotations used throughout the section to support the 
findings. This theme identified communication issues between the three groups of staff 
and their respective services. Although they work closely together, the need for better 
communication was identified in all three focus groups. The inpatient nurses felt that 
better outcomes could be achieved if information was shared more freely between the 
mental health service and the police service. The police perceived the inpatient nurses to 
be in a state of confusion and unwilling to take responsibility for the individuals they 
brought to the unit. The police also described dissatisfaction with how they perceived 
they were treated by the inpatient nurses. They felt their perspective on the individual 
they were escorting wasn’t sought and the nurses didn’t appear interested in their 
opinion. The following table lists the sub-themes to be explored.  
Table 3: Communication and sub-themes 
Primary Theme Sub-Themes 
Communication  1 - Improved information sharing 
2 - Sense of confusion and not taking responsibility 
3 - Not interested in police opinion 
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Improved information sharing 
The findings from this section highlight the need for improved information sharing 
between these services. The police group expressed frustration with the nursing staff 
seeming not interested in what they have to say about the individual they have brought 
to the inpatient unit. They describe the nursing staff going directly to the individual 
being escorted and not asking the police for their opinion and when they actually do ask, 
they seem not to take the police officer’s assessment of the situation as relevant. This 
must seem quite disrespectful to the police who have transported the individual to the 
unit and are then not even questioned as to their assessment of the individuals risk. In 
contrast to this belief the inpatient nurses described how at time the police can inflame a 
situation. From this nurse’s experience there are times when the inpatient nurses can 
quickly de-escalate an individual who has been extremely abusive and hostile toward 
the police on their way to the unit. The police look cautious and are very reluctant to 
remove hand-cuffs when asked to by the nursing staff.  
This participant from the inpatient focus group thought there is a need for better 
directives between the police, community mental health services and the inpatient team. 
She felt this would be particularly useful for individuals who repeatedly engage in risky 
behaviours like walking along the motorway:   
I think maybe more sort of advance directives between the community teams 
and the police as a wider service, you know, they can say we’ve just picked up 
Susan, and Susan has this flag and this is the plan that mental health services 
want us to follow if we pick up Susan and, for example, Susan’s walking on the 
motorway for the 5th time today, then this is what mental health services 
would like done in this circumstance, giving a bit more guidance (IG 64).   
This nurse feels there is a need for the development of shared agreements between 
these services. Having an agreed approach towards these types of incidents would 
improve the relationship between these two services and improve outcomes for 
patients.  
…It would probably be quite helpful to know I can do this. Perhaps there should 
be more sharing of the information between the police and mental health 
services (IG 64).   
The nurse adds that improving the level of information sharing between the services 
may be helpful to the police in these situations as it would make it clearer to them as to 
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how to respond to these events that on appearance seem extremely risky however from 
a mental health perspective are not regarded so. 
This inpatient nurse describes that at times withholding information from the other 
service is common: 
Because they’re under the care of the police they won’t tell us what they’re 
being charged with or if they’ve got charges against them.  Same as we don’t 
tell them what their problems are sometimes if they were to ask. It is actually 
quite tricky then to share information because even if we had the information 
about that person, it gets quite tricky (IG 70). 
The withholding of information from either service is described here as an ongoing 
issue. There are privacy and disclosure issues within both services and clear guidelines 
and policies that govern the sharing of that information. These cross-service barriers to 
communication are further noted by this police station nurse who talks about the 
ongoing problem of people being placed as a missing person with the police. When a 
patient leaves the inpatient unit without permission the nurses inform the police that 
they are a ‘missing person’. The police will actively look for that person however there 
have been occasions where the person has returned to hospital but the nurses have not 
informed the police of the persons return: 
…we’ve got this person here whose been AWOLed and could you just check on 
the system that they still are because we’re going to go around, and you check 
on the system and they’d returned to the ward two hours after they’d been 
posting AWOL but the police hadn’t been told and that’s an ongoing issue, but 
now they just ring us and check (WG 46). 
These examples have highlighted some process issue and demonstrated cross-service 
communication failures between the police and mental health service. The next 
quotation from a police station nurse describes feeling embarrassed when she arrives at 
the inpatient unit with a patient and is told they were not expected. This she states is 
often said in front of the patient being admitted: 
…oh, we weren’t expecting you, in front of the patients, we weren’t expecting 
you here, is this necessary, it's unbelievably embarrassing (WG 52). 
This demonstrates clear communication issues between these two groups of nurses 
within the same service. The police station nurse when acting in a Duly Authorised 
Officer (DAO) capacity is escorting a patient to the inpatient unit so she feels it shouldn’t 
come as a surprise to the inpatient team receiving the admission. This demonstrates a 
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failure within the service that these two groups of mental health staff aren’t 
communicating effectively. The next section expands on communication issues that exist 
when police arrive at the inpatient unit. 
Sense of confusion and not taking responsibility 
This section focusses on the police perception of mental health nurses when they arrive 
in the inpatient unit as seeming to be unprepared or bickering amongst themselves. This 
demonstrates a lack of understanding from the police regarding the operation of the 
inpatient unit. As mentioned in the background section of this study, the adult inpatient 
service is divided into four smaller geographically determined inpatient units. When an 
individual arrives at the unit, it can take time to establish which team the person will 
come under which determines which of the four units they are admitted to. These initial 
negotiations between the nursing staff can and obviously have been perceived as 
unpreparedness and bickering however these are necessary discussion to ensure 
individuals are admitted to the correct part of the service. 
This participant from the police station nurses’ group talks about arriving on the unit 
with a patient who is to be admitted. He describes the inpatient staff as seeming 
unprepared and appearing to not want to accept the person for admission: 
I find sometimes when we get to [the inpatient unit], the staff there really, it’s 
like they don’t want the person there sometimes and the staff are unprepared 
for you being there (WG 22). 
This police officer has also experienced this on more than one occasion when bringing 
an individual to the inpatient unit. He said the staff appear to not want to take 
responsibility for the person and will have these conversations in front of the officers 
and the person being admitted: 
 I’ve found that quite a few times.  It’s almost like they are just trying to push 
the problem onto each other, nobody is willing to take responsibility and say 
“right, ok well we’re here, this is what we’re going to do”.  They are all having 
their discussion about their plan of attack, right in front of everybody (PG 22). 
This participant then describes having to wait, once they reach the inpatient unit, until 
the nursing staff decide where the individual will be admitted to: 
…we tend to hang around longer than we should there because of the sort of 
issues, they are having discussions or whatever and we are handing them over 
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into their custody, that’s our job and as soon as we get through the door 
basically they take them to the side room.  That’s effectively where our job 
should end, but we end up staying there for an extra 10 or 15 minutes or 
whatever until they decide what they come up with (PG 31). 
These three quotations indicate the potential for communication issues between these 
two services. The inpatient nurses are perceived as being unprepared and at times 
unwilling to accept responsibility for the person being brought in for admission.  
This police officer describes the admission process as being unclear: 
It’s just not a clear process for us, where things are going (PG 35). 
There is evidence to suggest that the process of admission requires some clarification, 
which is further demonstrated by a frequent complaint from the police regarding the 
time they have to spend waiting at the ED and the mental health unit. The findings 
would indicate that if nursing staff explained what they were doing, the police would 
gain a better understanding of why they were having to wait. The admission process 
isn’t clear to them so it is understandable that they get frustrated at having to wait for 
possibly a couple of hours with an individual at ED when there are multiple call outs 
around the city that they are needing to attend to. The issue of having to wait around is 
further compounded when they are told by the ED nurses that the mental health team 
are deliberately avoiding seeing the individual they have escorted in for assessment. 
This indicates there is poor communication not only between ED nursing staff and 
mental health staff but it is directly impacting on an external service, the police. 
Developing better and clearer lines of communication are essential to improve the 
service being provided to the public. Both services could benefit from a more 
streamlined process. 
This lack of clarity is not only experienced by police at the inpatient unit but also when 
they take individuals to the emergency department to be seen. This officer talks about 
having to have two officers sitting with an individual at ED for hours when there are 
plenty of police call outs waiting to be attended to: 
…there’s more jobs than there are people to attend them. So, if my guys are tied 
up for an hour or two hours, and there’s two staff have to be their dealing with 
it, they’re just babysitting someone before Psych Services can see them (PG 61). 
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This officer recognises that when the department is busy they may have to wait however 
he felt that if the nursing staff took the time to relay this information to them personally 
and give them an indication of a wait time, it wouldn’t be so bad: 
…even when it’s busy, like it would be nice too to have somebody from out the 
back come through to see us and maybe just have a chat and we can tell them 
what the situation is from our point of view.  They can give us a bit of feedback 
as to how long it will take (PG 219). 
Having to wait with patients at the emergency department and the inpatient unit was 
expressed frequently by multiple police officers within the group. This is something they 
felt they could accept better if they were given a clearer indication of how long they 
might have to wait: 
And I think for us it would be good if that thing at the hospital had a defined 
time frame that if we show up with someone that they take responsibility for 
them within a time frame (PG 216). 
The frustration experienced by the police at having to wait is further compounded by 
being told by an emergency department nurse that the mental health team are 
deliberately delaying because they don’t want to see the individual that has been bought 
in for assessment: 
…the nurses you check in with in the main ED, they actually say that the mental 
health people are delaying, they’re just mucking around and just trying to avoid 
seeing the person you’ve brought in, for whatever reason I don’t know and it’s 
no good when you’re getting that from the [ED] nurses (PG 219). 
These extracts from the focus groups illustrate there are significant cross-service 
communication issues between these two services. The police feel the process for 
bringing individuals into the mental health service isn’t clear. They frequently have to 
wait for undisclosed periods of time which they find frustrating as they feel they should 
be attending to other police calls. It also has been demonstrated that there are 
communication issues within the mental health service. Quotations from police station 
nurses observing confusion from the inpatient staff when they arrive illustrates issues 
within their inter-professional communication process. The next section focusses on the 
police perception that after waiting so long to hand custody of a particular individual 
over to the mental health staff that their opinion isn’t sought regarding the individual 
they are escorting.  
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Not interested in police opinion 
This officer describes arriving at the inpatient unit with an individual they have had to 
bring in. He describes the nurses going and talking to the individual and not being 
interested in what the police have to say: 
…when you go there the staff, I would expect that they would want to come to 
one of us and say “right what’s going on” but they’re not really that interested.  
They will go straight to the person we brought in (PG 304). 
Another participant from the police group describes feeling the same experience when 
they arrive at the ED with a potential admission: 
Same at the hospital, they don’t seem to take what we say as either the truth or 
our assessments as being relevant (PG 305). 
This officer describes his astonishment that nurses don’t ask the police about what has 
happened prior to them bringing the individual into hospital. He describes them going 
straight in and engaging with the individual despite them being very threatening just 
before. He describes this experience of hearing a potential admission threaten to kill the 
nurses but they go and offer this person a cup of tea: 
Ended up sitting him in a cell and then another lady came in and asked him if 
he wanted a cup of tea? “I’m gonna rip your head off”. You know it’s like we’re 
not on the same page here.  Like you’re gonna give him a hot cup of tea and he’s 
threatening to rip your head off. And with someone so violent there doesn’t 
seem to be the correct assessment of them (PG 305). 
This quotation demonstrates an occasion where communication is lacking between 
these two groups that are working closely together. The police see the nurses as 
disregarding their concerns for a particularly threatening individual. 
This officer describes feeling that he could arrive with an admission and leave without 
any of the nurses noticing. He feels the nursing staff are often disinterested in talking to 
the police when they arrive on the unit: 
I reckon you go in, you could take the handcuffs off, walk out the door without 
saying anything to anybody and I think sometimes nobody would miss you, 
nobody would say “where’s the police gone”?  Because they are that 
disinterested in talking to us a lot of the time (PG 306). 
From the nurse’s perspective it is recognised that because a lot of the patients have been 
through the mental health service before they have developed a good rapport with the 
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nurses. This is useful because they meet a familiar face at the inpatient unit which helps 
them relax and they know they are in hospital now and not in custody. It is a common 
occurrence that an individual’s presentation can be extremely hostile and belligerent in 
the police cells however when they arrive at the inpatient unit they calm right down. 
The inpatient managers regularly receive calls from admitting DAO’s saying an 
individual they are admitting is so hostile they will need to be placed straight into a 
seclusion room. This hostile presentation frequently changes when they arrive at the 
inpatient unit and the individual realises they are in hospital now. The presence of 
police officers and actually being confined within a police cell can inflame a situation for 
an individual and they present as extremely aggressive and abusive. 
The police see the nurses as disregarding their concerns for a particularly threatening 
individual however this inpatient nurse relates how at times the presence of the police 
can inflame a situation. She describes her experience of a situation calming down after 
the police have left: 
…so quite often there might be somebody who comes in who they believe is 
quite hostile and would likely require some sort of heavy presence and quite 
often when they bring them in and once the police go, that actually calms down 
the situation a bit, so I think sometimes, people find the police presence quite 
inflammatory (IG 8). 
This inpatient nurse describes the difference in perception between how the police have 
experienced an individual on their way to the inpatient unit and the nurse’s knowledge 
of this individual. She describes the nursing staff being able to calm an individual down 
because they have a rapport with the person who has been extremely hostile to the 
police on the way to the unit. The police have experienced these individuals being 
extremely hostile and possibly violent so are cautious when requested to remove 
handcuffs at the inpatient unit: 
 And then we have other times, where the police believe that this person is of 
such high risk that they have to be present and the person’s come in being quite 
full on with them and we’ve come out and said, “aah, hey Bob, how are you 
going, cut it out” and then it’s just stopped. So, you can just let that person go 
and take their hand cuffs off, we are all good, and the police ask, are you sure 
about that, so they’re quite hesitant to be guided by us even though the person 
knows us and has used our first name (IG 8).   
This quotation highlights the different perspectives from each group of staff. The police 
frequently experience violence, verbal threats and aggression from individuals while 
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bringing them into hospital however the nursing staff are quite familiar with this also. 
They frequently know these individuals well and have already developed a rapport with 
them on previous admissions.  
Summary 
This section discussed ‘Communication’, the third theme identified. The sub-themes 
were displayed in a table and then discussed using quotations to support the findings. 
This theme identified communication as an issue between the three groups of staff and a 
barrier to better outcomes between these two vital services. These two groups of staff 
provide vital services to the community so establishing better lines of communication 
will have better outcomes for the staff themselves but also for the service users. 
Although it isn’t always possible to fully understand the limitations of each other 
service, establishing improved communication will minimise this issue and encourage 
better relations.  
Theme 4 – Prosecution 
Introduction 
This section will focus on the fourth main theme identified which has been titled 
‘Prosecution.’ Discussions from all three focus groups supports the impression that 
individuals are less likely to be prosecuted if they are under the care of mental health 
service or subject to the Mental Health Act. This is described as a source of frustration to 
the inpatient nursing group who felt very strongly that offences committed by some 
individuals were overlooked by the police. This impression was supported by the police 
who attested to waiving minor offences if they believed the individual was in crisis or 
just needing help. The police station nurses group provided the background to this 
theme by highlighting one of their main roles as diverting individuals into the mental 
health system and away from the justice system. The police confirmed the thoughts of 
the inpatient group that at times they do waive minor offences if they believe the 
individual is unwell and/or is in needs of help from services. The following table 
displays the sub-themes that will be discussed using direct quotations from the groups. 
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Table 4: Prosecution and sub-themes 
Primary Theme Sub-Themes 
Prosecution 1 - Not charged for minor offences 
2 - Divert people into the mental health system 
3 - Police are only trying to help 
 
Not charged for minor offences 
This sub-theme relates to individuals who have committed offences at some stage in 
their admission pathway. Examples of this related by participants from all three focus 
groups involved patients who went absent from inpatient units and committed offenses, 
those that commit offence on the unit and individuals who have committed offences 
prior to admission. 
This inpatient nurse talks about her frustration when a patient leaves hospital without 
permission and commits offences and is returned to hospital. She feels the police will 
pick these individuals up and return them to hospital and not charge them for offences 
they have committed. This nurse felt the individual’s behaviour was not driven by 
mental illness and should therefore be accountable for any offences committed while 
out of hospital: 
Well why don’t you charge her? There’s no real reason for you not to be 
charging her, … there should be consequences as well, but they don’t, it’s not 
illness based, it’s behaviour based (IG 16). 
This sentiment is again expressed by an inpatient nurse who feels the police should be 
charging individuals who repeatedly go to the motorway because they know the police 
will respond and take them in for assessment. These individuals are regularly assessed 
and discharged quickly and engage in this behaviour repeatedly. The inpatient nurses 
feel this is a wasting police time as well as putting members of the public at unnecessary 
risk: 
…I think it comes to also that the non-charging of a lot of people that are 
wasting police time, like people that walk down the motorway because they 
know they’ll get picked up and taken to ED for assessment or given a crisis 
admission, because they just go straight to discharge anyway, they should be 
charging a lot more, to put responsibility back onto that person (IG 22). 
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This participant from the inpatient group felt strongly that these individuals should be 
charged for this at-risk behaviour in the community. They are picked up walking along 
the motorway and are brought in for assessment, they are assessed and discharged 
shortly after because there is no sign of mental illness and there is no accountability for 
the behaviour that brought them to the attention of the police. The inpatient nursing 
staff believe they should be expected to take responsibility for their own behaviour. 
Being responsible for one’s own behaviour becomes even more of a grey area when the 
Mental Health Act is involved. This inpatient nurse described her frustration with 
individuals who are under the Mental Health Act but deemed not responsible for their 
actions by the police and the courts. For this reason, nursing staff won’t inform the 
police when they have been assaulted because they believe the police won’t take any 
action: 
That’s an issue for us, people who are under the Mental Health Act, they now 
apparently aren’t responsible for anything they do because you can’t charge.  
That’s why we don’t call if we get assaulted cause they won’t follow through. 
And they [police] will tell you that too (IG 30).   
This same nurse believes she has to be seriously assaulted before there is any chance of 
the offence being taken seriously and maybe taken to court: 
I have to be knocked unconscious before I’m allowed to charge someone, for it 
actually to go to court. So, if I’m punched in the face I wouldn’t. So, it actually 
makes it difficult for them and us (IG 30).   
When the inpatient group were asked “in what way is the presence of a mental illness 
make the chance of conviction less likely?” they all strongly believed there was very little 
chance of conviction so hence no point in even informing the police: 
100%, yeah, … I wouldn’t bother, you know, I would like to get some people 
charged, or for it to be added to their record but again you can’t guarantee it 
would be. And it takes too long and nothing ever happens, so what’s the point 
(IG 34). 
This sub-theme has shown how the inpatient nurses believe the presence of the Mental 
Health Act (1992) means an individual is perceived as being not responsible for their 
own actions by the police and hence won’t be prosecuted. This as we have seen is a great 
source of frustration for the inpatient nurses who feel they must be seriously assaulted 
before an offence is taken seriously. Inpatient nurses would like to see individuals 
charged when they commit offences and assault staff however they believe the police 
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won’t follow through with the charges or the process will take too long and nothing will 
come of it anyway. 
Divert people into the mental health system 
The police station nurses, due to working closely with the police, seem to understand 
the limitations of the police more so than the inpatient staff. Here a police station nurse 
described the reality for the police when they respond to an incident: 
Everything they do is prescribed in law or policy so when they attend an 
incident, the first question they ask themselves is, is there evidence of a crime 
having been committed and if it's yes, then they have the powers to act (WG 
14). 
When the police make an arrest, they must have good cause to suspect that a crime has 
occurred and then weigh this against the obligations of filing a charge as per the Solicitor 
General’s Guidelines on prosecution (The Solicitor-General’s Prosecution Guidelines, 
2013).  They must first establish a crime has been committed but they must have 
evidence before they have the power to act. Having the evidence of a crime having been 
committed is not enough however. This police officer describes that they must consider 
the likelihood that they will be successful in getting a conviction: 
The question is about likelihood of a conviction though isn’t it? (PG 99). 
This police station nurse describes the process the police go through when deciding if a 
prosecution is likely and that frequently they know an offence is not likely to end in any 
kind of conviction or consequence for an individual. They must consider the likelihood 
of getting a conviction: 
And they know it's not going to end up with any kind of conviction or any sort 
of consequence for the person.  Most of the time those things go as far as 
prosecutors who have a formula that they apply to every file that comes across 
their desk.  They look at the file, they think is there sufficient evidence to get a 
conviction. So, if it was less than 60% chance of a conviction, it doesn’t even 
proceed to court they’d just drop the charges (WG 12). 
The police must be certain there is a 60 percent or higher chance of conviction or they 
don’t proceed with taking an individual to court (The Solicitor-General’s Prosecution 
Guidelines, 2013). This participant carries on to explain that it is the cost of the process 
that must be considered:   
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…that’s because decisions are made on money and the police don’t have endless 
money. It costs quite a lot of money to take a charge through court (WG 12). 
The cost of taking an individual to prosecution and the odds of getting a conviction are 
obstacles that the police must consider before proceeding, as well as ensuring there is 
sufficient evidence that the offence has actually been committed. They also have to 
consider the fact that the courts are already extremely busy and proceeding with 
prosecution is a time-consuming process. It is for these reasons that the police station 
nurse role was initially established. This police station nurse describes one of their main 
functions at the police station is to divert people away from the criminal justice system 
and into the mental health system: 
One of the main things that why we were set in place was to divert people away 
from the criminal justice system and into mental health and alcohol and drug 
services when it was appropriate (WG 38). 
He goes on to explain that one of the key aims of having nurses at the police station was 
to identify individuals who have offended because of their mental illness, and direct 
them into the mental health service to receive help: 
…the key things that were put in place to do and so we’re trying to do that and 
this person’s offending because of their mental illness, let’s get them into some 
treatment and it's all about prevention that’s the aim of it and prevention is a 
huge thing for the police now, it's one of their major pushes is crime prevention 
(WG 38). 
This quotation highlights a key role of the police station nurses, to identify individuals 
who have committed an offence because of a mental illness and direct them away from 
prosecution and into the mental health service. The police have very clear rules 
regarding mental illness, they must refer individuals to a mental health professional for 
assessment if they suspect there is a presence of mental illness: 
They’re also governed by their policy which is that if they suspect mental illness 
they must refer to a mental health professional (WG 14). 
This police station nurse adds a further complication to this already complex process 
which is individuals who claim to have a mental illness in order to get released. These 
nurses are highly skilled at assessing these individuals and guiding the police on how to 
proceed.  The nurses will provide reports that are attached to individual file that 
indicate if there is a history of illness: 
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… what goes on is the person reports themselves and you very often get “I’m a 
schizophrenic, I’m bipolar, I’ve got this or that” every time they come through. 
Oh, that fellows a schizophrenic, oh no they’re not, no more than you or me.  
Because they say things to get out … we write a report for the police which it 
then goes on their profile so they will know there is no presence of mental 
illness (WG 28). 
These quotations have emphasized that the police have numerous factors to consider 
before proceeding with a prosecution not to mention individuals who will try to 
manipulate the system by claiming to have a mental illness. The police station nurses 
play a vital role in guiding the police with how to proceed with these individuals.   
This sub-theme has shown that the courts are under pressure and the police are 
sensitive to that pressure and always must be conscious of which cases they bring 
before the court. They need to be sure that there is evidence a crime has been 
committed and must then consider the likelihood of obtaining a conviction as per the 
Solicitor-General’s Prosecution Guidelines. One of the main roles of the police station 
nurse is to divert people away from criminal justice system and into the mental health 
system. They assist the police to identify individuals who have committed crimes while 
mentally unwell and steer them into the mental health system and away from the 
criminal justice system. They also assist the police to identify individuals who claim to 
have mental illness in order to manipulate the system.  
Throughout this sub-theme it has been shown that the police have multiple obstacles to 
overcome in order to obtain a conviction however it was also shown that they don’t 
want individuals going through the criminal justice system if they are mentally unwell. 
The police want these individuals to get the help they need. The next sub-theme will 
explore this notion further. 
Police are only trying to help 
This sub-theme focusses on the police attitude towards individuals who have committed 
offences while suffering from a mental illness. They believe an individual who is 
mentally unwell or experiencing a mental health crisis should be given help and 
treatment, not be brought through the criminal justice system.  
This participant from the police group reports that when they pick up an individual who 
they believe to be in a mental health crisis, they are not even interested in charging the 
person for whatever offences that brought them to the attention of the police. The police 
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want to help these individuals and not charge them for what they consider to be minor 
offences: 
Really, it’s just to help them and we’re not really too worried about charging 
them or convicting them of a minor intentional damage or a threatening 
behaviour thing, because really, we’re only trying to help them. It’s a means to 
an end really (PG 92). 
This participant from the police station nurses group echoed this sentiment. He believes 
that police officers don’t want to lock people up, they become police officers so they can 
help people and serve their community:  
The police don’t join the police force to lock people up, they join the police force 
to do good things for their community and you see it every day (WG 26). 
The police feel strongly that these individuals are in need of help from the mental health 
services and shouldn’t go through the police system at all: 
The problem is they shouldn’t be going through our system anyway (PG 93). 
This police officer believes that individuals who are experiencing mental health related 
issues shouldn’t be brought to the police station: 
…if they [haven’t] done anything other than its just mental health, why are they 
coming to a police station you know?  A police station isn’t a place for mentally 
unwell people.  They need to be under medical care, so why are they here, if it’s 
purely medical only? (PG 79). 
The police don’t see the police station as the right place for individuals in crisis and the 
get frustrated with having to get involved with individuals that they feel aren’t getting 
the help they need by mental health community services. This participant describes it as 
a flaw within the system: 
That’s where the flaw is, that we are getting caught up with them and they 
aren’t being dealt with properly in the community or facilities that could be 
helping them more (PG 96). 
The police cannot detain people under the Mental Health Act (1992) without a DAO 
present if the individual is on private property. In this circumstance the only powers an 
officer has is to arrest that individual for an offence. An officer in the police group felt 
they only want to help people and they will at times look for an offence to enable them 
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to take someone away to get them help but invariably they are not interested in 
prosecuting these minor offences: 
So, we possibly don’t have sufficient power to be able to give those people help 
they need to take them from wherever they are, so we will sometimes look for 
an offence to enable us to use our power, really just to go and give them 
medical help, mental health treatment, we’re not really interested for a 
conviction at all (PG 97). 
This sub-theme has demonstrated the attitude of the police towards individuals they 
come into contact with who are exhibiting mental health related symptoms or 
experiencing a mental health related crisis. They have shown that when encountering 
individuals in mental health crises they prefer to get people the help they need rather 
than prosecute for minor offences committed by individuals in distress. A police station 
nurse described the police as wanting to help people and serve their community, not 
lock people up. The police strongly believe that people with mental problems shouldn’t 
go through the police system at all and at times they will look for a minor offence that 
enables them to remove an individual from a particular scenario in order to get them to 
the help they need.   
Summary 
This section focussed on the fourth main theme identified ‘Prosecution.’ A table listing 
the sub-themes was included and each sub-theme was discussed using quotation from 
the groups to support the theme. The first sub-theme explored the belief of the inpatient 
nurses that the police don’t proceed with laying charges if individuals are under the care 
of mental health services. The findings support the literature that inpatient nurses are 
less likely to report assaults because they felt it would be a waste of time and having 
seen minimal benefit when reports have been made they are less likely to in the future. 
The police station nurses understood the stance of the police better and saw their own 
role as helping to divert people into the mental health system and away from the 
criminal justice system. The police group confirmed that at times they don’t go through 
with laying charges if they believed an individual was in need of help, so getting 
individuals into care was seen as a better option than processing them for committing 
minor offences. Although at times the police approach to individuals came as a source of 
frustration for the inpatient nurses, the police believe that most of these individuals 
shouldn’t be in the police system and should be cared for by the mental health system.  
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Theme 5 – Outlying Theme 
Stigma and Discrimination 
Stigma and discrimination of people with mental illness was raised in the introduction 
section of this study. The researcher believed that due to the large body of literature 
regarding stigma and discrimination associated with mental illness that it would be 
identified in this study as a theme. This was not the case, stigma and discrimination was 
not identified as a finding from the analysis of the focus groups. The researcher will 
present this as an outlying finding because it is of such significance that it cannot be 
excluded.  
Participants from the inpatient nursing group and the police station nurse’s group were 
both complimentary of the work the police do with individuals with mental illness. 
During the police focus group there was no evidence of stigma and discrimination. They 
spoke very respectfully of individuals in crisis and their main focus was assisting people 
to get the help they believed they needed. They spoke very dutifully when talking about 
individuals they had come into contact with and there was a strong empathetic tone 
throughout that group discussion. 
A participant from the inpatient group described what a good job she believed the police 
did. She felt the police were willing to be guided by the mental health nurses and 
interacted really appropriately with the individuals they encountered: 
For the most part, I find them actually really good.  They’re really good, they’re 
guided by us, they interact really appropriately with our patients (IG 12). 
This demonstrates a high level of professionality within the police group. They 
frequently bring people to the inpatient unit and are described by this participant as 
attentive and respectful of the guidance the nurses give them.  
A participant from the police station nurses’ group echoed this sentiment and 
commented on how empathetic the police are when they deal with individuals 
exhibiting mental health issues: 
…the police attitude towards mental illness and mental health with the people 
that they arrest I find on the whole actually bloody good... I’m quite surprised 
really at their empathetic nature (WG 10). 
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This participant describes the empathy he perceives regularly from the police towards 
individuals in custody who are exhibiting symptoms of mental illness. Throughout the 
earlier findings this empathy has been displayed also. Police participants have described 
their desire for individuals to get the help they need and frequently describe the police 
station as the wrong place for these individuals. The police’s contact with these 
individuals exhibiting signs of mental illness has increased as discussed in the literature 
review.   
This inpatient nurse participant talks about the police having to respond to multiple jobs 
involving individuals who have attempted or succeeded in suicide. She compliments 
them on doing a fantastic job and recognises how traumatic it must be for them: 
There’s also the fact that they are the people who are responding to suicides, we 
can’t take that away from them, they do a fantastic job in terms of that and, 
just how difficult it must be, dealing with people that are in similar 
circumstance again and again, that must be horrific for them (IG 42). 
This nurse describes how difficult it must be for the police with having to respond to 
incidents where individuals have successfully suicided. She stresses the regularity of 
these events and highlights the trauma that responding to these events must cause the 
police.  
This officer from the police group describes receiving multiple call outs a day for suicide 
related events. The police code he refers to here is “1X” which means it’s a suicide 
related event: 
…our job’s probably mental health related in some way, I mean each week we 
have 1X jobs suicide jobs or threats of suicide, we get multiple a day!  And we 
are the ones to do it because everyone just calls the police but we’re not the 
agency to be dealing with it.  I mean all we can do is take them from the 
situation and stop them hurting themselves at the time.  We can’t do anything 
to solve the issue.  And as I was saying the custody place isn’t the place for them 
(PG 85). 
This participant talks about the police force receiving multiple calls a day that are 
suicide related. He describes a sense of powerlessness and there being very little the 
police feel they can do except take the individual to a safe place. However, as already 
mentioned in the earlier findings, they don’t see the custody suite as an appropriate 
place for individuals in distress. 
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This section has explored the outlying theme of stigma and discrimination as related to 
the perceived experience of individuals with mental illness who have contact with the 
police force. The researcher presented this as an outlying theme because it is of such 
significance that it could not be omitted from the study.  There is an abundance of 
literature which highlights the experience of people who have felt discriminated against 
by the police force in various countries because of their mental illness. This study did 
not identify stigma and discrimination among its findings. The participants from the 
nursing focus groups spoke very complimentary of the police’s management of 
individuals with mental illness. The police group themselves showed respect and 
empathy in their focus group. The inclusion of mental health training for recruits by the 
RNZPC has provide the New Zealand Police Force with a good basis for engaging people 
with mental illness on the streets. The researcher believes that building on this initial 
training by the introduction of further more advanced mental health training can only 
serve to strengthen the police force ability to provide a better and safer outcome for the 
mental health sufferers in the community. 
 
Summary 
This chapter opened with a general introduction to the findings chapters. It outlined the 
themes that were identified from the group data and explained that a series of sub-
themes were identified. The sample group was described and the number of participants 
per group was listed however demographic information was not taken to maintain 
confidentiality. The four main themes that were identified, Understanding, Frustration, 
Communication, Prosecution and the outlying theme Stigma and Discrimination were 
outlined and the findings that arose were presented. Within each of those themes a 
series of sub-themes were listed in tables following an introduction to each one. The 
main themes and sub-themes were outlined and quotations from the participants were 
used to support the analysis. The chapter that follows is the discussion chapter. It will 
consider the information described in these four themes and interpret the significance 
of each within the study. The research findings along with information conferred in the 




CHAPTER 5 – DISCUSSION 
Introduction 
The themes that have been identified are summarised in the previous chapter in order 
to gain an understanding of each one’s significance. This chapter will discuss the 
findings of the study. It will explore the relationship between the themes, the sub-
themes and the themes highlighted from the literature review. The data which emerged 
from these summaries will be analysed and compared to the research question to see if 
they are significantly related. The relatively small sample size of this study does not 
allow for definite deductions to be stated beyond the scope of this study. The 
conclusions have been formulated while acknowledging this aspect. The findings of this 
study have offered an excellent insight into the participant’s experience surrounding the 
process of front-line police officers bringing individuals to the inpatient unit, the 
engagement between these two services and the challenges that exist. The themes that 
emerged from the findings chapters will be compared with the themes from the 
literature review to establish if they are significantly related to one another and see if 
they can provide clarity to the research question. 
Theme Analysis 
This section aims to relate findings which have been identified to the issues that were 
raised in the introduction section of this study. The research question posed in this 
study is “In what way does a history of mental illness affect the response received when 
service users come into contact with the police service and does the presence of mental 
illness change the decision making of the police with regard to potential prosecution.” 
This study’s aim was to explore the response provided by front-line police who are 
frequently the first point of contact for mentally unwell individuals entering the service. 
Its ultimately aims to ascertain if a history of mental illness affects the response received 
when service users come into contact with the police service and if so does it change the 
decision making of the police with regard to potential prosecution. The researcher 
believes the findings from this study have answered the research question. Considering 
the findings of this study, it is evident that there are significant challenges faced by front 
line police officers who frequently encounter individuals with mental illness.  
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The analysis of the data retrieved from the three focus groups has identified four factors 
that affect the response received when service users had contact with the police service: 
1) Understanding  
2) Frustration  
3) Communication 
4) Prosecution 
Each of these factors identifies a different area where issues exist within this research 
question. Collectively these four factors provide insight into the research question being 
posed. The analysis also identified the outlying theme Stigma and Discrimination that 
will be discussed towards the end of this chapter.  
These fours factors could be examined individually however it is when they are viewed 
collectively that a much more interesting impression is identified. Collectively, they 
encompass four components of a much larger issue between these two extremely 
important services. It is through examining these factors as a whole that the true impact 
on the service users can be ascertained.  
Three of these factors, Understanding, Frustration and Communication, relate directly to 
the relationship between these three groups of staff and collectively have an impact on 
the fourth factor Prosecution. A lack of understanding and poor communication create 
frustration and collectively they all play a part in affecting the decision regarding 
prosecution. Some issues arise from a lack of understanding and poor communication 
between mental health services and the police. Environmental issues and recent model 
of care change in the inpatient setting has been identified as being a source of 
frustration for the police due to increased ability for individuals to leave the unit and the 
perception that the nurses cannot or will not restrain patients. Lastly, frustration from 
the nursing group expressed in relation to individuals who are less likely to be 
prosecuted for minor offences if they are under the care of mental health service or 
subject to the Mental Health Act. Frustration was also evident among the other two 
groups in regard to the increased rate of AWOLs from this inpatient unit. 
It has been revealed in this study that there exists a lack of understanding between these 
two services. This is an important point to note as it is assumed that developing greater 
understanding between the mental health service and the police service will have better 
outcomes for individuals utilising the services. The development of a partnership 
 82 
approach along with mutual understanding is viewed as the way forward to ensure 
fewer difficulties between police and mental health staff (McLean & Marshall, 2010). The 
police service and mental health service are very diverse organisations hence why the 
police station nursing group must act as a link between the two. The police service is a 
very disciplined service, which operates under strict policies and in accordance with the 
law. The mental health service on the other hand, is less rigid and given the nature of its 
function must operate with more grey areas.  
These contrasting organisational differences have most likely contributed to the lack of 
understanding. The findings have shown that there are clear misconceptions between 
these specific groups of staff. The police being a highly disciplined organisation are 
bound by very clear policy and laws. The police service’s ability to hold individuals at 
the police station was highlighted in the findings as a source of frustration for the 
inpatient nurses. The assumption was that the police were too quick to bring people to 
the inpatient unit. However, the police must act in accordance with Section 110 C of the 
Mental Health (Compulsory Assessment and Treatment) Act 1992, which grants them 
the authority to detain an individual for no longer than six hours for the purposes of 
obtaining an assessment from a medical examiner (Ministry of Health, 2012). The police 
must act in accordance with these policies to ensure individuals’ rights are upheld. The 
elimination of these assumptions and the development of a consistent approach may 
have potential for both services. This is a reasonable assumption and is comparable to 
Wood and Watson’s (2017) study which examined police interventions during 
encounters with mental health related call-outs. They identified the need for integrated 
methods and philosophies that spanned services to minimise fragmentation and 
essentially improve outcomes for those with mental health related issues.  
The development of a consistent approach may be difficult to achieve if there are 
misunderstandings or knowledge gaps in the police station nurses group as this will 
have a vast impact on their ability to provide the link between inpatient and police. 
Winters, Magalhaes and Kinsella (2015) scoping review of the literature on inter-
professional collaboration in mental health found that although this is a young and 
emerging body of literature, the literature that was present strongly supports care 
delivery in collaborative fashion. This collaboration isn’t limited to police and mental 
health staff but is necessary across different areas within the health service to improve 
outcomes. Carvalhana and Flak (2009) as cited in (Winters, et al, 2015) determined that 
 83 
collaboration between pharmacists and prescribing psychiatrists resulted in lower 
overdose rates, increased medication adherence and reduced hospital admission rates.  
In order to develop inter-professional collaboration between these services it is 
essential to develop healthier lines of communication. Hollander, Lee, Tahtalian, Young 
and Kulkarni (2011) study identified inefficient communication as the main interface 
problem between police and mental health crisis clinicians. Improved collaboration 
requires clear lines of communication along with mutually agreed processes and 
accountability. Hean, Warr and Staddonn (2015) study of the interface challenges faced 
by mental health services and the courts identified the lack of clearly agreed protocols 
and procedure as being the cause of poor inter-agency communication. The 
development and implementation of agreed protocols and procedures would strengthen 
the relationship between the mental health and police service. The withholding of 
information from either service is described as a common occurrence. Although there 
are legal and professional regulations that state an individual’s privacy must be 
protected, the sharing of information between services can only serve to improve the 
outcomes for individuals navigating these services (Hean, et al, 2015). This is 
corroborated by Rossen, Bartlett and Herrick (2008), who believe inadequate 
communication, time limitations and reluctance to change are all major barriers to solid 
interdisciplinary collaboration. As most of the health care for individuals who have a 
mental illness takes place in the community, the development of collaborative 
approaches between police and community services is essential. 
The findings of this study uncovered some misunderstanding and communication 
barriers between these specific groups of staff within these services. The police are often 
the first point of contact for people who are experiencing mental health crises and they 
are often the first service called when patients leave inpatients units without permission 
(Winters, et al, 2015). The literature supports the idea that people with mental health 
histories have greater numbers of prior contacts with the police service than those 
without a history. They are also significantly more likely to have been charged with or 
convicted of an offence than an individual without a history with the mental health 
service (Kesic, Thomas & Ogloff, 2012). Individuals with mental illness who also have a 
substance abuse disorder are far more likely to be abusive and resistive to the police 
when they are encountered (Watson et al, 2010). This could be due to the police being 
seen as authority figures, whereas when the same individuals are brought to the 
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inpatient unit sometimes present completely differently and are less likely be 
aggressive. Bearing this in mind, it is imperative that the police and inpatient nursing 
staff recognise that they will be perceived differently by individuals in their care. There 
is potential here for this difference in perception to be used to their advantage and 
should not create a void between these services. A simple solution to this issue would be 
to improve the communication between the nursing staff and the police to develop a 
better alliance. McLean and Marshall’s (2010) study of police officer perspective of 
working with individuals with mental illness suggested that improving the mutual 
respect and the development of a cooperative approach between these services would 
improve the relationship and solve problems of pre-contemplation. 
Mental health services and the police need to develop stronger inter-professional 
collaboration in order to minimise these misunderstandings and create smoother more 
efficient and safer relations. Although Winters et al (2015) scoping review of inter-
professional collaboration highlighted that this area of research is relatively young, it is 
widely accepted that improved understanding and collaboration between service will 
lead to better outcomes for individuals using the service (Allen, Harris & de Nesnera, 
2014; McLean & Marshall, 2010; Clark, McInerney & Brown, 2012; Kisely et al, 2010). 
One could argue that cross service collaboration itself isn’t enough, Steadman, Williams-
Deane, Borum, and Morrissey’s (2000) study identified advocacy services in the 
community as a vital component to ensure better outcomes for service users. They 
observed a marked decrease in arrest of individuals presenting with mental health 
issues when all three components functioned together and people could be linked into 
services for treatment and not have to go through the criminal justice system. Parker et 
al (2017) validates this approach stating that multi service collaboration requires the 
three essential principles of shared information, combined decision making and a 
coordinated approach. The researcher would suggest that before true collaboration can 
be achieved these three groups of staff must fully understand the limitations of each 
other’s services. 
This study has found that there is considerable variance in the acceptance and 
understanding of each group of staff in relation to the model of care that is in place 
within the mental health service. All three groups expressed a desire to see service users 
treated with a least restrictive approach; however, the police and police station nursing 
group felt strongly that the model of care within the inpatient unit was not ideal and 
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placed service users at unnecessary risk. The findings highlighted the vital link provided 
by the police station nurses in bridging the gap between mental health service and the 
police.  This system of having mental health nurses based in the police station has 
proved to be very successful and it is clear from the findings that it is highly regarded by 
all three groups involved in this study. This link, although very important, is hindered by 
the misunderstanding between the police station and inpatient nurses. This vital link 
they provide will not perform to its fullest potential unless these two groups of nurses 
completely understand each other’s perspectives. The police station nurses advise and 
guide the police but if they don’t fully agree with the inpatient unit’s model of care, they 
will not be wholly effective in bridging the gap between these services. Grol and 
Wensing (2004) support the notion that without incentive, understanding and a 
willingness to accept change, failure of an implementation is inevitable. The 
development of stronger inter-professional collaboration with the police service will 
only be achieved when these two vital components of the mental health service are 
working together with a shared understanding (Solberg, 2000). 
This is a vital link to ensure improved collaboration is achieved and better outcomes for 
people entering the mental health service. The police station nurses viewed it as a part 
of their role to divert individuals away from the police service and into the mental health 
system. They try to identify individuals who have offended as a result of their mental 
illness and steer them into the mental health system. The onus is not on prosecution but 
on accessing treatment for these individuals. They describe this as a main function of 
their role in the police station. The 2016 annual Report from the New Zealand Police 
supports this finding. The police have been working with the various District Health 
Boards throughout New Zealand to reduce the number of non-offending individuals who 
have a mental health assessment in police stations. This initiative is to ensure 
individuals get the best possible support from the police service in the least restrictive 
fashion. During 2016 the police report a 36 percent reduction in the number of 
individuals receiving a metal health assessment at a police station (New Zealand Police, 
2016). 
A strong sense of frustration was expressed during the focus groups in regard to the 
model change and the ability of these individuals to leave hospital following being 
admitted. Stewart and Bowers’ (2011) study confirmed the burden that absconding 
places on the staff but also on the police who have to return the person to hospital. Their 
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study examined the association between locked inpatient units and the absconding rates 
and considered what other alternate methods of preventing absconding could be 
implemented. Their findings showed that open units did report higher rates of 
absconding and the most straightforward method of reducing this rate was to increase 
the unit’s security measures involving higher fences and locking the unit’s main doors. 
These measures were not found to completely prevent absconding as this issue was also 
reported in the most secure forensic units. Nonetheless, does locking the doors of 
inpatients units improve the circumstances for the service user? When considering the 
locking of inpatient units, the negative consequences need to be considered. The 
negative consequences associated with locked inpatient units include increased hostility 
and violence, increased levels of deliberate self-harm and increased levels of depressive 
symptoms (Haglund & Essen, 2005; Bowers Whittington & Nolan, 2008).  
On the one hand it has been demonstrated that open units have higher rates of 
absconding, however on the other hand the literature supports the idea that open wards 
have been found to reduce the likelihood of patients absconding because of the negative 
stigma associated with being locked in and patients feeling more comfortable on open 
units (Lang et al., 2010; Muller et al., 2002). Huber et al. (2016) study suggested that 
locking the doors to inpatient mental health facilities did not improve the safety of 
patients. Patients who are assessed as being at risk of suicide or self-endangering 
behaviours are frequently admitted to locked units. Lang et al. (2010) study 
hypothesized that keeping inpatient units open reduced patient's discomfort, improved 
the unit’s overall atmosphere, resulted in less aggressive acts and did not increase the 
risk of absconding. There is insufficient evidence to support the notion that these 
negative outcomes are reduced by treating patients in locked units.  
While the researcher’s analysis suggests that open units are preferable to locked units, 
the impact that absconding has on the various stakeholders must be considered. The 
findings show that the inpatient nurses experience embarrassment with having to 
inform the police and families that individuals have left the inpatient unit and this is 
described as being common and re-occurs frequently. This view is strongly supported in 
the literature. Gerace et al. (2015) study describes the negative emotions experienced by 
nursing staff when patients abscond. Muir-Cochrane et al (2012) study poses a possible 
explanation whereby staff experience feelings of embarrassment, guilt and fear of blame 
when a patient goes missing from an inpatient unit. Nursing staff, although supportive of 
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a least restrictive approach to inpatient care, expressed a strong sense of 
embarrassment and frustration when inpatients repeatedly go AWOL (Gerace et al, 
2015; Bailey, Page, Ndimande, Connell & Vincent 2018). The inpatient nurses not only 
expressed their personal anxieties but also recognised the frustration they believe the 
police feel regarding this issue. Stewart and Bowers (2011) support this assumption that 
absconding not only places a burden on the nursing staff who worry about the missing 
individual but also on the police who are frequently requested to return the person to 
hospital. The findings support the assumption that absconding from an inpatient unit is 
a source of frustration for the police who feel there needs to be a secure area that 
individuals can be detained in and not have them back on the street a few hours later. 
Fisher’s (2007) study supports this assumption by highlighting the frustration 
experienced by police officers in Australia at the lack of security in inpatient facilities 
which meant that individuals who had been brought in by the police could easily 
abscond and become a problem for the police again. They felt that having to repeatedly 
find and return patients to the inpatient unit was time consuming and added 
unnecessary risk for these individuals. This they believe only leads to the criminalisation 
of these individuals as they are able to leave the unit and commit more offences. They 
also recognise the distress it causes the families of those that leave the unit. The 
literature supports the idea as seen in the Bailey et al. (2016) study, absconding from 
inpatient units can cause severe anxiety and distress for the relatives.  
The findings have shown that absconding from a mental health facility without 
permission is concerning as it can have significant consequences for staff, families and 
the police. It also creates a serious issue for the individual who absconds and re-offends. 
The findings have also illustrated the frustration experienced by inpatient nurses when 
individuals under their care are not charged for the offences they have committed either 
while an inpatient or while AWOL. The nursing staff feel the police should follow 
through with charging individuals or in the very least add the offence to their police 
record. There is a strong sense among this group that the police won’t proceed with 
charging offenders so even if the nursing staff have been assaulted themselves they are 
less likely to report it. Swain, Gale and Greenwood’s (2014) study of aggression 
experienced by healthcare workers in New Zealand found that nursing staff experience a 
higher frequency of aggression incidents when compared to other disciplines and 
mental health units specifically, showed higher levels of attempted assaults and 
destructive behaviour. Erickson and Williams-Evans’s (2000) study, on the attitudes of 
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emergency nurses regarding being assaulted, concluded that only 9 of the 45 nurses 
who had been assaulted found reporting the assault to be beneficial. A lack of support 
for nursing staff, be it from other nurses, management, society or the police force 
appears the be the cause of a large amount of under reporting of assaults on nurses. 
There also seems to be uncertainty among nurses on how to proceed following being 
assaulted. This study observed that 91% of the nurses surveyed believed it was their 
right to charge individuals whom had assaulted them. However, only 65% of them 
believed proceeding with laying some police compliant was ethically right. More 
concerning was the fact that only 33% would actually proceed with attempting to make 
a police complaint following an assault (Erickson & Williams-Evans, 2000; Swain, Gale & 
Greenwood, 2014). This is comparable with the researcher’s study, which revealed that 
nursing staff are less likely to report being physically assaulted because of the ethical 
conflict however having seen minimal benefit when reports have been made, they are 
less likely to in the future. This lack of support for nurses has been shown to result in an 
increase in under reporting of assaults. This is extremely concerning as no employee 
should accept being assaulted at work. This emphasizes the need for further research to 
fully understand this concept. The police are reluctant to proceed with seeking 
prosecution if they perceive individuals are in some kind of mental health crises. Taking 
this point into consideration and considering the research question posed by this study 
it would seem acceptable to assume that the presence of a mental illness does ‘affect the 
response received when service users come into contact with the police service.’ The 
researcher believes that further research is required to fully understand and explore the 
implications of this concept.  
The desire or willingness to actually lay a police complaint is only the first obstacle for 
nursing staff who do wish to proceed. The findings have shown the police confirmed that 
they do at times disregard minor offences if they believe an individual is in a mental 
health crisis and just needs help. This finding attests the second half of the research 
question, ‘does the presence of mental illness change the decision making of the police 
with regard to potential prosecution?’ It is apparent that the presence of a mental illness 
does indeed change the decision making when it comes to potential prosecution. The 
police will disregard minor offences; however, the findings show that this is done in the 
best interest of the individual. A strong theme that emerged throughout the police focus 
group was their belief that individuals with mental health issues or crises should not go 
through the judicial system. They believe these individuals should be getting support 
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and help in the community and not getting caught up in the police system.  Bittner 
(1967), one of the first researchers to examine the interactions between police and 
individuals with mental illness found that most interactions between these two were 
resolved in an informal manner. More recent research confirms that this informal 
approach is still favoured by police officers today. They tend to favour more informal 
approaches over arrest and transports for mental health assessments. (Watson, Swartz, 
Bohrman, Kriegel & Draine, 2014). If nurses are to feel safe and supported at work there 
needs to be greater understanding surrounding this issue and some form of agreement 
that offences carried out against them will be addressed. 
The findings imply that the inpatient nurses favoured the criminalisation of individuals 
who commit offences while under the care of mental health services whereas the police 
and police station nurses did not. This requires clarification as it became apparent that 
there was a specific group of individuals that the nurses believed warranted police 
involvement. That group consisted exclusively of those individuals who engaged in 
criminal behaviour that was not driven by mental illness. These individuals may occupy 
beds in mental facilities and not necessarily be mentally ill. This may be as a result of 
having no accommodation in the community, having alcohol or drug issues, due to 
diagnostic uncertainty or various other reasons. The impact of criminal behaviour and 
violence on the milieu and therapeutic environment of inpatient units is considerable, as 
well as on the morale of nursing staff who have to provide care within that environment 
(Fisher, 2007). It is therefore understandable that nursing would favour the prosecution 
of those individuals who disrupt the safety of that therapeutic environment.  
The process of laying a police complaint against an individual who commits an offence 
while under the care of mental health services is not as straightforward as it would 
seem. The findings demonstrated clearly that the inpatient nurses believe the police 
should prosecute individuals who committed offences that are not driven by mental 
illness. However, if the police view them as needing help, they may be less likely to 
follow through with charges if offences are deemed to be minor. Clark et al. (2012) study 
examined the interface and ultimately the barriers between the legal system and the 
mental health system. It showed that these two systems have completely different rules 
that are not readily understood by each other. Their study identified three main barriers 
to prosecution. The difficulty for police to gather evidence due to confidentiality, 
uncertainty as to whether the patient met the threshold for the process of prosecution to 
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even proceed and lastly doubt as to whether the eventual outcome at court was justified 
to even take the case forward. From this study it is evident that the police have 
numerous factors to take into consideration before proceeding with laying charges 
against individuals who have committed offences while in mental health services. It 
must be recognised that although offences committed by patients may be viewed by 
inpatient nurses as serious, these same offences may not be seen by the police to be as 
serious. The police must weigh up the chances of a successful prosecution against the 
stance of the judge they will have to present the case to. The findings corroborate that 
the police are reluctant at times to proceed with laying charges for minor offences 
because there is the risk of being chastised by a judge for wasting court time. This issue 
of police being reluctant to pursue prosecution appear to be also compounded by the 
relationship between the courts and the police service. Participants from all three 
groups described the judicial system being at odds with the police system. The New 
Zealand judicial system is adversarial, which means it relies on two parties presenting 
opposing view which the court has to make a decision on (New Zealand Ministry of 
Justice, 2011). 
Although not identified as a theme, a participant from the inpatient nursing group felt 
that police are more likely to take someone in for assessment if the individual has a 
history of mental illness or is acting in a strange manner. The literature would certainly 
support this notion. As stated earlier in the literature review, individuals with mental 
illness are more likely to be placed under investigation for minor offences and more 
prone to commands for information, searches, detention and arrest (Hansson & 
Markstrom, 2014; Schulenberg, 2016; Cotton, 2004). Some studies have argued that the 
reason for the heightened response by police to individuals with mental illness may be 
the common misconception that these individuals are dangerous (Morabito, 2007; 
Hansson & Markstrom, 2014; Glendinning & O’Keeffe, 2015; Cotton, 2004). This 
misconception only intensifies stigma and discrimination and remains one of the biggest 
barriers to successful community integration for people with mental illness (Cotton, 
2004). Although supported by the literature the researcher did not experience a sense of 
stigma and discrimination from this group of police officers. The overriding sense 
collected from the data was that they wanted to help individuals who were experiencing 
a mental health crisis. This notion was included in the findings as an outlying theme. 
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The outlying theme Stigma and Discrimination was included because the researcher 
believed it was of such significance that it couldn’t be omitted from the study. Stigma 
and discrimination of those with mental illness is common place in our society today. 
Negative stereotypes and attitudes are still a prominent feature of the life experience of 
individuals with mental illness today (Angermeyer, Beck, Dietriech, & Holzinger, 2004; 
Corker et al., 2013; Henderson & Thornicroft, 2013; Hansson & Markstrom, 2014; 
Lasalvia et al., 2013; Rose, Willis, Brohan, Sartorius, & Leese, 2011). The 
deinstitutionalization of individuals and the focus on community-based care has meant 
an increase in the contact the police have with individuals experiencing mental health 
related crises (Hansson & Markstrom, 2014). The reasons for this increase in contact are 
complex; however, the presence of more individuals with mental illness living in the 
community will increase the likelihood of them having police contact. The police, which 
has been mentioned earlier in this study, have become a front-line extension of mental 
health services (Henderson & Thornicroft, 2013). As cited in Henderson and Thornicroft 
(2013), studies carried out in Sweden, Canada, the United Kingdom and America have all 
identified perceived discrimination of individuals with mental illness by the police force. 
Given the increase in police contact the researcher was pleased to discover that stigma 
and discrimination were not identified during this small study. The police showed 
respect and empathy throughout the focus group. The inpatient nurses and police 
station nurses, although recognising some clear communication and cross-service 
collaboration issues, both spoke very highly of the work the police do with individuals 
with mental illness.  
There is strong evidence to support the education and training of police officers in order 
to empower them to interact better with individuals with mental illness (Brink et al, 
2011; Watson & Fulambarker, 2012; Waton et, 2010). The New Zealand Police provide 
their recruits with mental health training while at the Royal New Zealand Police College 
(RNZPC). This training package includes modules on counter stigma and discrimination, 
Maori and cross-cultural viewpoints along with practical hands on advice about 
managing individuals experiencing mental health related incidents (New Zealand Police, 
2016). This is an excellent start for recruits and will enable them to better manage 
encounters they will invariably have with people in mental health related crises.  
The addition of further and more advanced mental health training of front line police 
officers to engage more effectively with individuals who have mental health issues is 
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vital. As outlined in the literature review, this training is becoming more common 
internationally and is regarded as a vital step to improve outcomes for people with 
mental illness who come into contact with law enforcement agencies (Compton et al, 
2014; Watson et al, 2010). The Crisis Intervention Team (CIT) model is a well-known 
and widely used training model in America, Australia and the United Kingdom. It aims to 
improve the response received when individuals with mental illness encounter the 
police force. A primary aim of this training is to divert individuals away from the justice 
system and into the mental health system (Coleman & Cotton, 2014). Throughout the 
findings chapter of this study we heard from police and police station nurse participants 
who wanted to assist people get the help they needed. A main aim of the police station 
nurse was to direct individuals away from the justice system and into the mental health 
service. The development and introduction of a New Zealand CIT based training 
programme for the New Zealand Police force would complement the current system and 
strengthen front line police officer’s skills when they encounter mental illness. 
Summary 
This chapter has discussed the findings of this study. It explored the relationship 
between the themes, the sub-themes and the themes highlighted from the literature 
review. The four main themes that were identified were Understanding, Frustration, 
Communication and Prosecution. Finally, the outlying theme of Stigma and 
Discrimination was discussed. The findings of this study which have been discussed in 
this section have offered an excellent insight into the participants experience of front 
line police officers bringing individuals to an inpatient unit. The next and final chapter 




CHAPTER 6 – CONCLUSION 
Introduction 
This chapter will provide a conclusion to this study. The strengths and limitations of the 
study will be outlined. Recommendations based on the findings of this study will then be 
discussed. Lastly, the implications for further research will be identified followed by a 
summary. 
Conclusion 
The aim of this study was to ascertain if a history of mental illness affected the response 
received when individuals came into contact with the police and if so does it change the 
decision making of the police in regard to potential persecution. A qualitative method 
was utilised to explore this question by way of focus groups carried out with three 
specifically selected groups of staff. These focus group provided the researcher with a 
large amount of data that was analysed using thematic analysis and coded into themes.  
There were four main themes identified, Understanding, Frustration, Communication 
and Prosecution. These themes were discussed in relation to the literature and they 
allowed the researcher to develop a deeper understanding of the challenges that face 
police officers and mental health staff as they engage with each other when working 
with individuals with mental illness. These themes also identified the cross-service 
obstacles and barriers to collaboration that exist between the police and mental health 
services.  
From the analysis of these themes it was demonstrated that there is a lack of 
understanding and communication barriers that exist between the nursing staff and the 
police. These have contributed towards a strong sense of frustration, which is further 
exacerbated by misconceptions regarding the model of care in place in the inpatient 
service. Taking this into consideration it is imperative that the mental health service and 
the police service improve their lines of communication to develop a better 
understanding of each other’s abilities and work on improving cross-service 
collaboration. The researcher believes the way forward is for these services to 
strengthen their alliance and develop a partnership approach to care delivery in order to 
improve outcomes for service users.  
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In order to achieve a partnership approach, these services will need to recognise their 
organisational differences and overcome their misconceptions of each other’s service. 
The police are a highly disciplined organisation that operates within very clear and 
structured processes which are governed by the law. Contrastingly, the mental health 
service is more flexible due to the very nature of its business. It was evident from the 
findings that as a result of these differences, along with clear misconceptions regarding 
the abilities of the other service, there is increased frustration and a lack of cohesion. 
There is a need for these services to work together to develop shared philosophies and 
integrated approaches that bridge services and improve the service that is provided to 
the community.  
The development of an integrated approach between these services may be difficult to 
achieve if there are misunderstandings within the wider mental health nursing group. 
The police station nurses group will only be able to effectively provide a link between 
services if they work collaboratively with the inpatient service. This inter-professional 
collaboration is only possible when clear communication is developed along with clearly 
agreed and understood policies and procedures. The strengthening of these inter-
professional relationships isn’t limited to these two facets of the mental health service 
and the police, it should extend across different areas of the health service that engage 
with individuals with mental illness. 
It was evident from the findings that there was limited acceptance and frustration 
expressed regarding the ‘model of care’ change within the inpatient unit. There was a 
sense that service users should be treated in the least restrictive manner possible 
however the police and the police station nurse felt the new model of care was 
ineffective and enabled individuals to leave the inpatient unit too easily. The literature 
confirmed the impact that absconding from inpatient units has on the police, nursing 
staff and the families of those who leave. Having explored the association between 
locked units and absconding rates it was found that although open units have higher 
rates of absconding the likelihood of service users leaving was reduced because of the 
negative connotations associated with locked units. Given the reported increase in the 
rate of AWOL and the frustration that is being experienced it would seem prudent for 
mental health services to review the matter and establish the true impact on patients.  
Another source of frustration identified was expressed from nursing staff regarding 
individuals under the care of services who commit offences. They felt these offences 
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were often overlooked by police and nurses had to be seriously assaulted before an 
incident was taken seriously. This was to some degree corroborated by the police who 
felt they would waive minor offences if individuals where mentally unwell and, in their 
view, in need of help. The findings also demonstrated that police must consider the 
chances of achieving a successful conviction and weigh that against the response they 
receive from a judge when bringing and individual with a mental illness before the 
court. The researcher recognises the difficulties faced by police in regard to following 
through with reported offences. In order to ensure that nurses feel they are being taken 
seriously when incidents are reported, there needs to be improved communication and 
some degree of discernment between service is required. 
Finally, the outlying theme of discrimination and stigma was presented because of its 
strong significance. The researcher identified stigma and discrimination in the 
introduction section as a potential finding however this was not discovered. The police 
group spoke very respectfully of people with mental illness and the inpatient nurses and 
police station nurses credited the police on the appropriateness of their interaction and 
generally on the good job they believed they do. This is perhaps in part due to the fact 
that New Zealand Police recruits receive training in counter stigma and discrimination. 
It must also be recognised the specific participants included in the police focus group 
and the manner in which these participants for this group were selected which will be 
recognised in the limitation section of this study. The researcher believes there is a need 
to build on the recruit training received in police college by the introduction of a more 
advanced mental health response training. This advanced training in conjunction with 
improved cross-service collaboration between the police and mental health service will 
have a positive impact on the care pathway of individuals with mental illness. 
Strengths  
The main strength of this study is that all the participants had recent experience of 
interactions between police and mental health services. This provided richness of the 
data gathered as it provides good context into the experience of each group of staff.  
The methodology chosen proved to be effective. It enabled the researcher to identify and 
gather a large amount of raw data, its collation from individually identified components 
into broader themes of related significances and finally analysed into meaningful 
concept. 
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Regular supervision throughout the tenure of the study was a further strength as it 
allowed the researcher to reflect and scrutinise each stage of the study. 
Limitations 
The small sample size is a limitation of this study as it was carried out in a single adult 
mental health service. Future studies could utilise a larger sample with participants 
included from other disciplines and services, for example emergency department 
nurses, Crisis Resolution team, Duly Authorised Officers (DAO), Child and Adolescent 
Service and the Director of Area Mental Health Services (DAMHS). 
Another limitation of the study is that the data gathered from the police officers focus 
group was collected while they were on a training day at the central police station. Their 
senior Sergeant was present during the focus group and also participated in the group 
discussion. Therefore, it could be argued that these front-line police officer’s reflections 
and opinions may not accurately reflect their experiences as they may have spoken 
solely about experiences they felt comfortable sharing in front of their Sergeant. 
The police focus group participants consisted of entirely male group and similarly the 
inpatient nurses group consisted of all females. This reflects the gender imbalance 
within the police and nursing workforce. A similar limitation was observed in relation to 
the ethnic diversity of the participants in all three groups. Demographic information 
including ethnicity was not collected during this study. However, it did become apparent 
to the researcher that all participants were European New Zealanders which has 
implications for the cultural interpretation. 
Recommendations 
It is important that the SMHS collaborate with the police service to develop a respectful 
and trusting alliance. This collaboration will aim to maintain the safety of all individuals 
who access the service while recognising the specific strengths of each profession. 
The SMHS will endeavour to develop better understanding between the three groups of 
staff in this study. Understanding the scope and limitations of each other’s practice will 
reduce the confusion and frustration experienced by each party and ultimately result in 
better outcomes for those utilising the service.  
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There is a need for the SMHS service to carry out a review of the AWOL rates within the 
inpatient unit, specifically those individuals who have been placed under the Mental 
Health Act (1992). The service needs to review its unit’s security and put measures in 
place to address this issue. The development of strategies to minimise this issue will 
improve safety for patients as well as reduce the workload of multiple services who 
have to locate and return these individuals to the facility.  
The New Zealand Police should consider the introduction of more advanced mental 
health training for their front-line officers. This will build on their recruit mental health 
training and strengthen their ability to provide a better and safer outcome for the 
individuals they encounter who are experiencing mental health related issues in the 
community. 
A review of the process surrounding nursing staff making complaints to the police is 
required. This will need to be carried out by the SMHS in conjunction with The New 
Zealand Police to arrive at an agreed process. This should incorporate follow-up to the 
complainant in the event of proceedings not being progressed.   
Implications for Further Research 
This study has highlighted the need for future research examining the relationship 
between mental health nurses and the New Zealand Police Force. This research is 
required in order to fully understand the relationship between these two services and to 
further explore police attitudes towards people with mental illness. Police call outs to 
individuals experiencing mental health related issues are increasing so further study to 
better understand the needs of the police are needed. 
There is currently very little New Zealand research related to police and their 
engagement with individuals experiencing mental health related issues. It is important 
to identify and develop training courses that assist police with engagement of 
individuals exhibiting signs of mental illness. These will enable police officers to have 
safer and more positive interactions with people exhibiting signs of mental illness which 
will result in better outcomes for both parties. 
While this study has explored the experience of inpatient and police station nurses and 
provided some insight into their clinical experience, further research is required to 
explore the experience of nurses in other clinical setting to gain a greater understanding. 
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Exploring the experience of mental health nursing staff at the emergency department as 
well as the Crisis Resolution team would broaden the data set and provide a more 
comprehensive view of the issues identified in this small study.  
Summary 
This small study has provided a valuable insight into the experience of these three 
groups of participants. The study aimed to explore the response received from front-line 
police who are frequently the first point of contact for mentally unwell individuals 
entering the mental health service. It ultimately aimed to ascertain if a history of mental 
illness affects the response received when service users come into contact with the 
police service and if so did it change the decision making of the police with regard to 
potential prosecution. This study adds to the current pool of knowledge in this field as it 
identified several areas where improvements can be made between these services to 
improve collaboration and have better outcomes for service users. All the themes 
identified allowed the researcher to develop more meaningful understanding of the 
challenges faced by front line police officers when they come into contact with mentally 
unwell individuals and the mental health system. This study provides police officers, 
police station nurses and inpatient nurses with an insight into the issue that exist within 
their services, however with the development of a more collaborative and trusting 
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APPENDIX 1: Information Sheet for Participants 
In what way does a history of mental illness affect the response received when service 
users come into contact with the Police service, and does the presence of mental illness 
change the decision making of the police with regard to potential prosecution? 
 
INFORMATION SHEET FOR PARTICIPANTS 
 
Thank you for showing an interest in this project.  Please read this information sheet 
carefully before deciding whether or not to participate.  If you decide to participate we 
thank you.  If you decide not to take part, there will be no disadvantage to you and we 
thank you for considering our request.   
 
What is the Aim of the Project? 
The aim of this research is to ascertain if a history of mental illness affects the response 
received when service users come into contact with the Police service and if so does it 
change the decision making of the police with regard to potential prosecution. 
Preliminary reviews of the literature show little to no previous research in this area.  
This project is being undertaken as part of the requirements for Patrick McAllister’s 
Thesis for a Master of Health Sciences Degree with the University of Otago. 
 
What Types of Participants are being sought? 
The participants being sought are a group of front line police officer, a group of watch-
house nursing staff and a group of inpatient nursing staff from the adult acute inpatient 
service. You have been selected because of your shared experience or concern related to 
the focus of the study. 
The focus groups will consist of 6 participants from each group. 
You have been provided with this information sheet to outline the nature and aim of the 
study and also to explain any risks or potential benefits of the study. If you decide to be 
part of the study you will be required to sign the enclosed consent form. 
The data collection will be carried out by way of semi structured interviews by way of 
three focus groups. 
The inclusion criteria for this study will be individuals who are in direct contact with the 
client group. And alternatively, exclusion criteria will be individuals who are not in 
direct contact with the client group. 




What will Participants be asked to do? 
Should you agree to take part in this project, you will be asked to be part of a semi 
structured interview in the form of a focus group. The focus group will take one hour 
approximately. 
Participation in the study is completely voluntary and any participant who wishes to 
withdraw from the study can do so at any time.  Data collected regarding that individual 
participant will be removed. 
Please be aware that you may decide not to take part in this project without any 
disadvantage to yourself. 
 
What Data or Information will be collected and what use will be made of it? 
Each of the focus groups will be recorded digitally and transcribed verbatim for analysis. 
Participants’ names will not be used in the study and all recordings will be deleted once 
the focus group discussions have been transcribed. 
This project involves an open-questioning technique. The general line of questioning 
includes questions related to your experience of people with mental illness being 
brought to hospital via the police station. 
In the event that the line of questioning does develop in such a way that you feel hesitant 
or uncomfortable you are reminded of your right to decline to answer any particular 
question(s). 
The focus group discussions will be transcribed verbatim by an external transcriber. 
The researcher, his supervisor and the transcriber will be the only persons who have 
access to the collected data. 
The data collected will be securely stored on the researcher’s computer. It will be stored 
in such a way that only those mentioned above will be able to gain access to it. Data 
obtained as a result of the research will be retained for at least 10 years. Any personal 
information held on the participants will be destroyed at the completion of the research.  
As a participant, you are under no compulsion to participate in this study. You will be 
fully informed regarding the design and procedure of the study. Your anonymity and 
confidentiality will be respected. The researcher is fully accountable in terms of the 
accuracy of the data analysis and reporting. The findings of the study will be released to 
you even in the event of the study not being published. 
The results of the project may be published and will be available in the University of 
Otago Library (Dunedin, New Zealand) but every attempt will be made to preserve your 
anonymity. 
 
Can Participants change their mind and withdraw from the project? 
You may withdraw from participation in the project at any time and without any 
disadvantage to yourself. 
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What if Participants have any Questions? 
If you have any questions about our project, either now or in the future, please feel free 
to contact either the researcher or the researcher’s supervisor. 
This study has been approved by the Department stated above. However, if you have 
any concerns about the ethical conduct of the research you may contact the University of 
Otago Human Ethics Committee through the Human Ethics Committee Administrator 
(ph. 03 479-8256). Any issues you raise will be treated in confidence and investigated 
and you will be informed of the outcome. 
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APPENDIX 2: Consent Form for Participants 
In what way does a history of mental illness affect the response received when service users 
come into contact with the Police service, and does the presence of mental illness change 
the decision making of the police with regard to potential prosecution? 
 
CONSENT FORM FOR PARTICIPANTS 
 
I have read the Information Sheet concerning this project and understand what it is 
about.  All my questions have been answered to my satisfaction.  I understand that I am 
free to request further information at any stage. 
I know that: - 
1. My participation in the project is entirely voluntary. 
2. I am free to withdraw from the project at any time without any disadvantage. 
3. Personal identifying information e.g. audio-recordings will be destroyed at the 
conclusion of the project but any raw data on which the results of the project 
depend will be retained in secure storage for at least ten years. 
4.  This project involves an open-questioning technique. The general line of 
questioning includes questions related to your experience of people with mental 
illness being brought to hospital via the police station. The precise nature of the 
questions which will be asked have not been determined in advance but will 
depend on the way in which the interview develops and that in the event that the 
line of questioning develops in such a way that I feel hesitant or uncomfortable I 
may decline to answer any particular question(s) and/or may withdraw from the 
project without any disadvantage of any kind. 
5. The results of the project may be published and will be available in the University 
of Otago Library (Dunedin, New Zealand) but every attempt will be made to 
preserve my anonymity.   
 
I agree to take part in this project. 
.............................................................................   …………….. 
       (Signature of participant)                                 (Date) 
……………………………………………………………………….. 
       (Printed Name) 
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APPENDIX 3: Focus Group Introduction & Question Sheet 
Focus Group Introduction 
Good morning and welcome to our session. Thank you for taking the time to join us to 
talk about front line police responses to people with mental health. 
My name is Patrick McAllister, I am a manager of an Adult Acute Inpatient Unit and I am 
currently doing a Thesis for my Masters of health sciences degree with the University of 
Otago. 
You were invited to participate today because you form an integral part of the series of 
frontline staff that deal with patients when they are admitted to hospital. 
There are no right and wrong answers but rather different points of view. Please feel 
free to share your point of view even if it differs from what others have said. Keep in 
mind that I’m just as interested in negative comments as positive comments, and at 
times the negatives comments are most helpful. 
You have probably noticed the digital recording device. I am recording the session 
because I don’t want to miss any of your comments. People often say really helpful 
things in these sessions and I can’t write fast enough to get it all down. We will be on 
first name basis today however I won’t use any names in my study. You may be assured 
of complete confidentiality.  
Let’s begin.  
Can we go around the table and introduce ourselves and say where we work and tell the 
group something unusual about yourself? (ice breaker plus helps identify each person 
on the tape) 
MI – Mental Illness 
1. How have you been involved with people with MI being admitted via the police 
station? 
2. Think back and tell me of the positive experiences of people being brought to the 
inpatient unit via police cells? 
3. Tell me about the negative experiences of people being brought in via the police 
station? 
4. In what areas do we need to improve the way we bring people with MI into 
hospital? 
5. If you were bringing a friend into hospital with similar circumstances in mind what 
would you like to see happen? 
6. If you had the power to change one thing about the way people are brought in what 
would it be? 
What can each one of us do to improve the outcomes for those being brought into 
hospital via the police station? 
